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Pohled do nedavné minulosti - 2016

European Heart journal (2016) 37, 2129-2200 ESC GUIDELINES

EUmOPEAN doi:10.1093/eurheartj/ehw128
SOCHETY OF
EAREA oG

Patient with symptomatic® HFrEF® W cus
iy Class I1a

Therapy with ACE=I* and beta-blocker
(Up-titrate to maximum tolerated evidence-based doses)

2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Still symptomatic
and LVEF <35%

Yes l

The Task Force for the diagnosis and treatment of acute and chronic
heart failure of the European Society of Cardiology (ESC)

Add MR antagonist®®
(up-titrate to maximum tolerated evidence-based dose)

Still symptomatic ~
and LVEF <35%

Yes l
! ! !

Table 3.1 Definition of heart failure with preserved (HFpEF), mid-range (HFmrEF) and reduced ejection fraction
(HFrEF)
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Diuretics to relieve symptoms and signs of congestion

Able to tolerate Sinus rhythm, Sinus rhythm,"
Type of HF HFrEF HFmrEF HFpEF ACEI (or ARB) QRS duration =130 msec HR 270 bpm
I | Symptoms * Signs* Symptoms * Signs* Symptoms # Signs* l i i

5 2 | LVEF <40% LVEF 40-49% LVEF =50%

ARNI to replace =2 need for i
ﬂ 3| 1. Elevated levels of natriuretic peptides®; 1. Elevated levels of natriuretic peptides®; u Ivabradine
= 2. At least one additional criterion: 2. At least one additional criterion:
9 a.relevant structural heart disease (LVH and/or LAE), a. relevant structural heart disease (LVH and/or LAE), o

b. diastolic dysfunction (for details see Section 4.3.2). b. diastolic dysfunction (for details see Section 4.3.2). These above tr may be if
‘

Resistant symptoms

] [

Consider digoxin or H-ISDN No further action required
or LYAD, or heart transplantation Consider reducing diuretic dose
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Pohled do nedavné minulosti - 2021

Management of HFrEF
@ESC ESC GUIDELINES
European Heart Journal (2021) 00, 1—128
European Society doi:10.1093/eurheartj/ehab368
of Cardiology

To reduce mortality - for all patients

ACE-I/ARNI BB SGLT2i
2021 ESC Guidelines for the diagnosis and D) ;&I |

treatment of acute and chronic heart failure

Developed by the Task Force for the diagnosis and treatment of acute P e
and chronic heart failure of the European Society of Cardiology (ESC)
SR with LBBB > 150 ms SR with LBBB 130~149 ms or non LBBB> 150 ms
Table 3 Definition of heart failure with reduced ejection fraction, mildly reduced ejection fraction and preserved ejection 3352
fraction
Ischaemic aetiology Non-ischaemic aetiology
Type of HF HFrEF HFmrEF HFpEF = 5 )
< 1 Symptoms * Signs® Symptoms = Signs® Symptoms = Signs®
g 2 LVEF <40% LVEF 41-49%° LVEF >50% Atrd foraton Atrial fhckaron Coronary sriery disecse Iron defcincy
E — - Objective evidence of cardiac structural and/or functional = Digedn) P CABG ) Ferriccarboxgmaliose )
u abnormalities consistent with the presence of LV diastolic 5 Aortic stenosis Mitral regurgitation  Heart rate SR>70 bpm Black Race ACE-I/ARNI intolerance
dysfunction/raised LV filling pressures, including raised natriuretic peptides® g TEE MV Repair ) Ivabradine ) Hydralazine/ISDN)

For selected advanced HF patients

MCSas BTTBTC ) RSSO
I. INTERNi ) FAKULTNI ®
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Pohled do nedavné minulosti - 2023

@ E SC European Journal of Heart Failure (2024) 26, 5-17 ESC GUIDELINES

European Society doi:10.1002/ejnf.3024
of Cardiology

2023 Focused Update of the 2021 ESC
Guidelines for the diagnosis and treatment
of acute and chronic heart failure

Developed by the task force for the diagnosis and treatment of acute
and chronic heart failure of the European Society of Cardiology (ESC)

Management of patients with HFmrEF

1
i I v 3 ¥
,F.l:: rig ml.s" W ACE-/ARNI/ARB MRA Beta-blocker
- (Class I)'°" ”;gﬁs"s‘i’)"“ (Class IIb) (Class IIb) (Class Iib)

9 I. INTERNI
KARDIOANGIOLOGICKA
4

KLINIKA FNUSA A LF MU

Recommendation Table 1 — Recommendation for the
treatment of patients with symptomatic heart failure
with mildly reduced ejection fraction

Recommendation Class® Level®

An SGLT2 inhibitor (dapagliflozin or empagliflozin) is
recommended in patients with HFmrEF to reduce
the risk of HF hospitalization or CV death. 8

© ESC 2023

Recommendation Table 2 — Recommendation for the
treatment of patients with symptomatic heart failure
with preserved ejection fraction

Recommendation Class® Level®

An SGLT?2 inhibitor (dapagliflozin or empagliflozin) is
recommended in patients with HFpEF to reduce the
risk of HF hospitalization or CV death.c ®®

© ESC 2023

NEMOCNICE
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...a ted’ mame uUplné nova doporuceni 2026

@ ESC European Heart Journal (2026) 00, 1-112 ESC GUIDELINES

ean Society  hittps://doi.org/10.1093/eurheartj/ehag100

uropear
of Cardiology

2026 ESC Guidelines for the management
of heart failure

Developed by the task force for the management of heart failure
of the European Society of Cardiology (ESC)

...a ta prinesla celou radu revolucnich zmén...
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Novinky z 2026 ESC HF Guidelines

Class of
o Definition Wording to use
recommendation
1 Evidence and/or general agreement that a given treatment “is recommended”
or procedure is beneficial, useful, effective. or “is indicated”
1 Conflicting evidence and/or a divergence of opinion about the usefulness/efficacy

of the given treatment or procedure.

lla Weight of evidence/opinion is in favour of usefulness/efficacy. “should be considered”

Level of

b Usefulness/efficacy is less well established by evidence/opinion.
. Definition
evidence
m Evidence or general agreement that the given treatment

or procedure is not useful/effective, and in some cases
may be harmful.

©ESC 2026

Suggestive evidence from at least one adequately powered randomized controlled trial free of
major bias, or a meta-analysis of such randomized controlled trials, with some evidence
against the play of chance (e.g., P <0.05 for superiority).©

B2 Limited evidence from at least two adequately powered non-randomized studies with careful
control of major sources of bias and substantial evidence against the play of chance
(e.g. P <0.005 for super'ic:nrit)r),|J or from a meta-analysis of small, underpowered randomized
controlled trials with some evidence against the play of chance (e.g., P <0.05 for superiority).©

C Preliminary evidence from non-randomized studies without careful control of major sources
of bias, a single small, underpowered randomized controlled trial, or expert consensus.

©ESC 2026
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Novinky z 2026 ESC HF Guidelines

Class of

recommendation Definition Wording to use
1 Evidence and/or general agreement that a given treatment -
or procedure is beneficial, useful, effective.
1] Conflicting evidence and/or a divergence of opinion about the usefulness/efficacy
lla
VsSechna doporuéeni byla preklasifikovana (,,re-graded), nejde tedy o
e down-grading nebo up-grading.

napf. LOE A mohla byt zménéna na B1 bez novych dat, podobneé trida

doporuceni 1 mohla byt zménéna na 2A bez novych dat (tfida 1 by méla SEEETrEEss

some evidence

byt dominantné podporovana LOE A).

d studies with careful
blay of chance

(e.g., P <0.005 for superiority),” or from a meta-analysis of small, underpowered randomized
controlled trials with some evidence against the play of chance (e.g., P <0.05 for superiority).©

C Preliminary evidence from non-randomized studies without careful control of major sources
of bias, a single small, underpowered randomized controlled trial, or expert consensus.

I INTERNI , FAKULTNI ®
KARDIOANGIOLOGICKA NEMOCNICE
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Novinky z 2026 ESC HF Guidelines - diagnostika

<

History ~ Examination ECG Laboratory test
Echocardiography
Individual assessment <

Additional tests based on previous findings and individual assessment

CTCA/ICA 18F-FDG-PET Genetics EMB
DPD/PYP/HMDP
CMR scintigraphy RHC

© -

@ESc—

I. INTERNI
KARDIOANGIOLOGICKA
KLINIKA FNUSAA LF MU

Signs and/or symptoms of suspected HF

l

Clinical assessment, ECG, laboratory tests?, CXRP

|

Natriuretic peptide testing available
f = ®

Elevated natriuretic peptide levels

2125 pg/mL (<50 years)
NT-proBNP ¢ 2250 pg/mL (50-74 years)
=500 pg/mL (275 years)

Or BNP =35 pg/mL

— | _/L =
( hy
still high clinical
suspicion of HF¢

Yes + Echocardiogram and specialist reviewd «

- ! !

\r HE Fokeel out HF confirmed
HF very -— (No abnormal
unlikely findings) l
HFrEF HFpEF
LVEF <50% LVEF 250%
. Multiparametric
Consider other aetiology assessment
causes and treatment
@Esc

U SV. ANNY



Novinky z 2026 ESC HF Guidelines — nové déleni

Table 4 New concepts

New concepts

HFrEF has been expanded to include LVEF up to 50%
HFmrEF has been removed

HFpEF includes LVEF from 50% and above
Decompensated HF replaces acute HF

Stages of HF (A-D) ranging from risk factors to advanced HF have
been adopted

MNew classifications for medical and interventional therapy have been

HFrEF: characterized by LVEF <50% and symptoms and/or
signs of HF.

HFpEF: characterized by LVEF >50% and symptoms and/or
signs of HF and objective evidence of cardiac structural and/
or functional abnormalities consistent with the presence of
left ventricular (LV) diastolic dysfunction/raised LV filling
pressures, supported by raised natriuretic peptides.

I. INTERNI
KARDIOANGIOLOGICKA
4 KLINIKA FNUSAA LF MU U SV. ANNY

© ESC 2026
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Novinky z 2026 ESC HF Guidelines

Table 4 New concepts e ™
STAGE A: Individuals at risk? for HF but without:
New concepts ‘At risk for. ., *currentor prior symptoms or signs of HF
Heart Failure + structural cardiac changes
. - elevated bi kers of heart di: X
HFrEF has been expanded to include LVEF up to 50% clevateciblomarkers ofheart clsease
HFmrEF has been removed

HFpEF includes LVEF from 50% and above
Decompensated HF replaces acute HF

Individuals without current or prior symptoms or signs of HF with evidence
of one of the following:
+ structural abnormalities®

Pre-Heart Failure
7 - + abnormal cardiac function®

Stages of HF [A- D} ranging from risk factors to advanced HF have 0 “ « elevated natriuretic peptides or persistently elevated cardiac troponin levelsd
ol

been adopted S

MNew classifications for medical and interventional therapy havebeen 3

. w Individuals with current or prior HFrEF: LVEF <50%

introduced @

symptoms and/or signs of HF
caused by a structural and/or
functional cardiac abnormality.

HFpEF: LVEF >50%

uraz na prevenci srdec¢niho selhani

Individuals with severe HF symptoms, severe impairment of exercise capacity,
severe cardiac dysfunction, and recurrent HF events, despite optimal FMT, AMT,
and GDIT®

(stadia A a B)

@Esc
I INTERNI , FAKULTNI ®
KARDIOANGIOLOGICKA NEMOCNICE
& KLINIKAFNUSAALF MU U SV. ANNY
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Prevence a fokus na rizikové skupiny — zduraznéni role CKD

Kidney disease and heart failure: recent advances

and current challenges: conclusions from a Kidney

Disease: Improving Global Outcomes (KDIGO) Atrisk for HF

(stage A)

Controversies Conference
Patients at risk for HF but

without current or prior
symptoms or signs of HF
and without structural,
biomarker, or genetic
markers of heart disease

Asi 10% - 30% nemocnych s
CKD ma srdecni selhani.

Patients with CKD (eGFR
<60 ml/min per 1.73 m? or
urine ACR >30 mg/g

[3 mg/mmol]),

HTN, CVD, DM, obesity,
known exposure to
cardiotoxins, or family

Asi 30% - 60% pacientti s HF

EODA

history of cardiomyopathy

ma CKD.

Stages of HF in patients with CKD

i

Pre-HF
(stage B)

HF
(stage C)

Advanced HF
(stage D)

Patients without current or
prior symptoms or signs of
heart failure but evidence of
one of the following:

Patients with current or
prior symptoms™* or signs
of HF caused by:

Structural heart disease:
e.g., LVH, chamber
enlargement, wall motion
abnormality, myocardial
tissue abnormality, or
valvular heart disease

Structural or functional
cardiac abnormality

Marked HF symptoms

that interfere with daily

life and with recurrent
hospitalizations despite
attempts to optimize GDMT

J

Abnormal cardiac function:
e.g., reduced LV or RV
ventricular systolic function,
evidence of increased filling
pressures, or abnormal
diastolic dysfunction

Corroborated by elevated
natriuretic peptide levels,***
objective evidence of
congestion by diagnostic
modalities such as imaging,
or hemodynamic
measurement at rest or with
provocation (e.g., exercise)

==
mea

Elevated natriuretic peptide
levels* or elevated cardiac
troponin levels in the setting
of exposure to cardiotoxins

NI Kidney International (2026) 109, 1095-1113;
D

FAKULTNI
NEMOCNICE
U SV. ANNY
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2026 ESC HF Guidelines — prevence srdecniho selhani

Recommendation Table 1 — Recommendations for preven-

tion of heart failure (see Evidence Tables 1-15) Counselling on healthy lifestyle choices
b including maintaining a healthy weight,
Recommendations Class®  Level consuming a well-balanced diet, avoiding

sedentary behaviour, abstaining from smoking

Strict blood pressure control (systolic blood
and heavy alcohol consumption as well as

pressure target <130 mmHg) is recommended in
counselling against the use of drugs such as

patients with hypertension or stage B HF to
cocaine, amphetamines, and anabolic steroids is

reduce the risk of HF.63-69:102 . ) )
; - ; - recommended for all patients with stage A or B
An SGLT2-I is recommended in patients with HE to reduce the risk of HF
T2DM at risk of HF (multiple ASCVD risk factors progression,74848587,.9195-100,109-112
or established ASCVD) to reduce the risk of HF
and CV death.’®*
An SGLT2-I is recommended in patients with
T2DM and CKD€ to reduce the risk of HF or CV |
death.'%*

Finerenone is recommended in patients with
T2DM and CKD? to reduce the risk of HF 197108

Treatment with a statin should be considered in

people at high risk of, or with established lla
ASCVD, to reduce the risk of HF.”®

A GLP-1 RA should be considered in patients

with T2DM and at least one other additional CV

risk factor to reduce the risk of HF or CV
death.71'”3’114

© ESC 2026
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2026 ESC HF Guidelines — prevence srdecniho selhani

Recommendation Table 2 — Recommendations for stage B
heart failure and left ventricular dysfunction (see Evidence
Table 16)

Recommendations Class® Level®

An ACE-| or ARB (if intolerant to ACE-) is
recommended in patients with stage B HF and

LVEF <40% to reduce the risk of HFH and
death.135-138'144

A beta-blocker is recommended in patients with

stage B HF and LVEF <50% to reduce the risk of | B1
HFH or death.3>137:149

Eplerenone is recommended in patients with
LVEF <40% after myocardial infarction with
signs of HF or diabetes to reduce the risk of HFH
and death.}*3

I. INTERNI
KARDIOANGIOLOGICKA
4 KLINIKA FNUSAA LF MU U SV. ANNY
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Novinky z 2026 ESC HF Guidelines — follow-up dle stadia

<

I. INTERNI
KARDIOANGIOLOGICKA
KLINIKA FNUSAA LF MU

What?

When?

Who?

Stage A
Atrisk for
heart failure

+ Re-assessment of risk
« Clinical exam

« ECG

+ Echocardiogram®

Interval 3-5 years®

General practitioner/

Cardiologist

Stage B
Pre-heart
failure

» Clinical exam
- ECG
+ Echocardiogram?

Interval 1 year®

Cardiologist/

General practitioner

Stage C
Symptomatic
heart failure

» Clinical exam

- ECG

+ Echocardiogram?

+ Laboratory tests

« CIED analysis?

- If deteriorating:
CPET, RHC,
referral to advanced
HF centreP

Interval 6-12 months®

HF-MDT/

General practitioner

Stage D
Advanced
heart failure

+ Clinical exam

- ECG

+ Echocardiogram?®

+ Laboratory tests

+ CIED analysis?

« Referral to advanced
HF centre, advance
care planning

Interval 3—6 months*©

HF-MDT/
Advanced HF centre /
General practitioner/

Palliative care

@ESC—

U SV. ANNY



2026 ESC HF Guidelines - lécba srdecniho selhani

Table 4 New concepts

New concepts

HFrEF has been expanded to include LVEF up to 50%

HFmrEF has been removed

HFpEF includes LVEF from 50% and above

Decompensated HF replaces acute HF

Stages of HF (A-D) ranging from risk factors to advanced HF have
been adopted

MNew classifications for medical and interventional therapy have been

introduced

© ESC 2026
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Additional Guideline
Medical Directed
Therapy Interventional

Therapy
Foundational
Medical
Therapy

@ESCc—
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2026 ESC HF Guidelines - lécba srdecniho selhani

Additional Guideline
Medical Directed
Therapy Interventional

Therapy

Foundational
Medical
Therapy

9 I. INTERNI
KARDIOANGIOLOGICKA
4

KLINIKA FNUSA A LF MU

~| FMT
Recommendation with class | for

the broad HF population with the
endpoint(s) HFH and/or death

—l AMT

Recommendations with class
lla/llb OR class | where the
endpoint is QoL or symptoms

@®Esc

—

GDIT

Recommendations for all non
pharmacological interventional
therapies.

U sv. ANNYA



2026 ESC HF Guidelines - lécba srdecniho selhani ,,v kostce”

I

Additional Guideline
Medical Directed
Therapy Interventional

Therapy
Foundational

Medical
Therapy

I. INTERNI
KARDIOANGIOLOGICKA
KLINIKA FNUSAA LF MU

@Esc—

LVEF (%) 20 25 30 35 40

Foundational
Medical All patients with HF
Therapy

Congestion

Iron deficiency

SR, HR >70 bpm
Additional  Obesity

Medical Self-identified Black
Therapy

All patients with HF

NYHA class 1l/1ll
Wide QRS duration
Severe AS
Secondary MR
Guideline
Directed Advanced HF®
Interventional
(herapy Cardiogenic shock
Coronary artery disease
Atrial fibrillation
Sleep disordered breathing"
Additional All patients with HF
management

Color key Class|

ACE-I/ARNI or ARB*P
Beta-blocker?
SGLT2-I

MRA

Loop diuretic
IViron

Ivabradine

Hydralazine/ISDN
Vaccination

Digoxin/digitoxin
Vericiguat

ICDe
CRTd
SAVR or TAVI
TEER
Heart transplantation’
LVADY
Kidney replacement therapy
Temporary MCS
CABG
AF ablation
AV node ablation

Adaptive servo-ventilation

Rehabilitation/exercise

Telemonitoring

Class lla

Semaglutide or tirzepatide

ACE-I/ARNI or ARB

Class llb

@Esc—



2026 ESC HF Guidelines - lécba srdecniho selhani (FMT)

LVEF (%) 20 25 30 35 40 45 50 55 60 65

ACE-I/ARNI or ARB2P

Foundational Beta-blocker?
Medical All patients with HF
Therapy SGLT2-1

MRA

Recommendations Class® Level®

All patients with HF, independent of LVEF

An SGLT2-1 (dapagliflozin or empagliflozin) is recommended in patients with symptomatic HF independent of LVEF to reduce
the risk of HFH or CV death >*!-24532%

An MRA (sMRA for HFrEF and sMRA/nsMRA for HFpEF) is recommended in patients with symptomatic HF independent of
LVEF to reduce the risk of HFH or CV death.©43.254-257

Dynamic individualized dosing of loop diuretics according to volume status is recommended in patients with HF and signs and/
or symptoms of congestion to alleviate HF symptoms, improve exercise capacity, and reduce the risk of HFH.9 327-327
Uptitration of FMT at least every 1-2 weeks in patients with HF, guided by symptoms, vital signs, and laboratory findings, to
achieve optimal target doses shown to be efficacious in RCTs is recommended to reduce the risk of HFH or death.?”4311
Continuation of FMT at the highest tolerated doses is recommended in all patients with HF, including those who become
asymptomatic or with LVEF improvement, in order to reduce the risk of HFH and death.%*

I. INTERNI
KARDIOANGIOLOGICKA
4
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2026 ESC HF Guidelines - AMT - lécba srdecniho selhani u obesity

Foundational
Medical All patients with HF
Therapy

Congestion

Iron deficiency

SR, HR >70 bpm
Additional  Obesity
Medical Self-identified Black

Therapy

All patients with HF

9 I. INTERNI
KARDIOANGIOLOGICKA
4

KLINIKA FNUSA A LF MU

LVEF (%) 20 25 30 35

ACE-I/ARNI or ARB2D
Beta-blocker®
SGLT2-

MRA

Loop diuretic
Viron

Ivabradine
Hydralazine/ISDN
Vaccination

Digoxin/digitoxin

Vericiguat

Semaglutide or tirzepatide

ACE-I/ARNI or ARB

Recommendation Table 18 — Recommendations for obes-
ity in patients with heart failure (see Evidence Tables 85
and 86)

Recommendations Class® Level®

Semaglutide or tirzepatide should be considered
for patients with symptomatic HF, LVEF >45%,
and BMI >30 kg/m?, regardless of diabetes lla B1
status, to reduce body weight, and improve
exercise capacity and QolL.31°-317:619.820825
Bariatric surgery may be considered in obese
patients with HF and a BMI >35 kg/m? to
reduce body weight when repetitive and

lb C
structured lifestyle changes combined with
weight-reducing medications do not result in
maintained weight loss,823824

U SV. ANNY

© ESC 2026



2026 ESC HF Guidelines - lécba srdecniho selhani (AMT)

<

Foundational
Medical
Therapy

Additional
Medical
Therapy

All patients with HF

Congestion

Iron deficiency

SR, HR >70 bpm
Obesity
Self-identified Black

All patients with HF

LVEF (%) 20 25 30

ACE-I/ARNI or ARB2P

Beta-blocker?
SGLT2-1
MRA

Loop diuretic
Viron

Ivabradine

Hydralazine/ISDN
Vaccination

Digoxin/digitoxin

Semaglutide or tirzepatide

ACE-I/ARNI or ARB

Vericiguat
Recommendations in 2021 version Class®  Level®
Digoxin may be considered in patients with
symptomatic HFrEF in sinus rhythm despite
treatment with an ACE-I (or ARNI), a beta-blocker Iib B

and an MRA, to reduce the risk of hospitalization

I INTERNI (both all-cause and HF hospitalizations).

KARDIOANGIOLOGICKA
KLINIKA FNUSAALF MU

Additional Guideline
Medical Directed
Therapy Interventional

Therapy

Foundational

Medical
Therapy
@Eesc
Recommendations in 2026 version Class® Level®
A cardiac glycoside (digoxin or digitoxin) should be
considered in patients with symptomatic HFrEF
with LVEF <40%, despite optimal FMT, to reduce lla B1
the risk of HFH.
U SV. ANNY



2026 ESC HF Guidelines - srdecni glykosidy

Digitalis Glycoside  Placebo HR Weight
Study n/N n/N with 95% ClI (%)
DIG (1997) 1501/3397 1653/3403 0.85[0.79, 0.91] —- 80.97
DIGIT-HF (2025) 220/613 232/599  0.85[0.71, 1.02] = 11.70
DECISION (2026) 131/500 152/501  0.83[0.66, 1.05] = 7.33
Overall 0.85[0.80, 0.90] e

Heterogeneity: I’ = 0.00%, H® = 1.00

Test of 6 = 0: z = -5.06, P<.001

[ T T T T 1
0.60 0.70 0.80 0.90 1.00 1.10 1.20
favors digitalis glycoside favors placebo

Recommendations Class Level
HFrEF

A cardiac glycoside (digoxin or digitoxin) should be considered in patients with symptomatic HFrEF with la B1l
LVEF <40%, despite optimal FMT, to reduce the risk of HFH.

Damman K et al. JAMA. 2026 Jun 16;335(23):2029-2037



Srdecni glykosidy...studie DIGIT-HF

Digitoxin in Patients with Heart Failure and Reduced
Ejection Fraction

A Death from Any Cause or First Hospitalization for Heart Failure

100+
Hazard ratio for death or first hospitalization for heart failure,
09 0.82 (95% Cl, 0.69-0.98)
§ 804 P=0.03 . ) . .
g 70 in our trial.” Despite the higher burden of heart
: - - -
T 60 | failure symptoms and the better implementation
ri Pljcebo of therapy in our trial, the absolute reduction in
2 40 . "
E — the risk of death from any cause or first hos-
T igitoxin . . . . .
£ 2] ! pitalization for worsening heart failure — and
I -
10 ! thus the number of patients who would need to
0 T T \I T T I T 1 1 1 1 -
S be treated to avplq one primary outcome event
Months since Randomization — seems to be similar to that in the PARADIGM-
No. at Risk HF and DAPA-HF trials and EMPEROR-Reduced
Placebo 599 421 309 234 184 126 78 47 24 4
Digitoxin 613 460 346 276 208 144 92 55 25 3

MUNI N Engl ] Med 2025;393:1155-65. FAKULTNI
MED U SV. ANNY



Srdecni glykosidy...studie DIGIT-HF

Qutcome

Primary outcome and components

Death from any cause or first hospitalization for
heart failure

Death from any cause

First hospitalization for heart failureq

Digitoxin Placebo
(N=613) (N=599)
events/100 events/100
no. (%) patient-yr no. (%) 71 patient-yr
242 (39.5) 12.8 264 (44.1) 15.7
167 (27.2) 7.8 177 (29.5) 8.9
172 (28.1) 9.1 182 (30.4) 10.8

Hazard or Rate Ratio
(95% CI)*

0.82 (0.69 to 0.98)7

0.86 (0.69 to 1.07)§
0.85 (0.69 to 1.05)

Triple therapy

Yes 159/436 (36.5) 178422 (42.2) —a— 0.81 (0.65-1.01)

No 83/177 (46.9)  86/177 (48.6) —a— 0.89 (0.64-1.23)
Quadruple therapy

Yes 20/101 (19.8)  28/99 (28.3) | s i 0.77 (0.41-1.42)

No 36/118 (30.5)  40/110 (36.4) | = i 0.64 (0.39-1.07)

I T 1
0.2 0.5 1.0 2.0
Digitoxin Better Placebo Better

==
mea

N Engl ) Med 2025;393:1155-65.
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Srdecni glykosidy...studie DECISION

@ ESC European Heart Journal (2026) 00, 1-9 FASTTRACK - CLINICAL RESEARCH
@ https://doi.org/10.1093/eurheart/ehag385 Heart failure and cardiomyopathies

Blinded withdrawal of randomized treatment with
low-dose digoxin or placebo in heart failure: the
DECISION trial

NYHA-class at EoS (%) 769
I 535 (91.1%) 264 (91.7%) 271 (90.6%)
1] 52 (8.86%) 24 (8.33%) 28 (9.36%)

Results During the pre-withdrawal phase (100 days), incidence rates of cardiovascular (CV) death or worsening HF
events were 5.7 vs 6.5 events per 100 patient-years in the digoxin vs placebo group; rate ratio (RR) 0.88;
95% confidence interval (Cl) [0.24-3.10]. Following withdrawal, the incidence rate increased markedly in pa-
tients withdrawn from digoxin but not placebo (42.8 vs 5.9 events per 100 patient-years; time period-by-treat-
ment interaction, P = .036). Fourteen events (12 hospitalizations and 2 urgent HF visits) occurred in the digoxin
withdrawal arm vs two (one HF hospitalization and one CV death) in the placebo withdrawal arm (RR 7.37, 95%
Cl 1.56-34.88; P =.012). Withdrawal of digoxin was accompanied by an increase in heart rate (P = .003), reduc-
tion in systolic blood pressure (P =.014), and rise in NT-proBNP (P =.002).
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Srdecni glykosidy...studie DECISION

@ ESC Europen Heart Journal (202600, 1.9 FASTTRACK - CLINICAL RESEARCH After planned withdrawal of low-dose digoxin

@ https://doi.org/10.1093/eurheartj/ehag385 Heart failure and cardiomyopathies
Digoxin Placebo
withdrawal withdrawal

Heart rate +3.7 bpm +1.0 bpm 0.003

Blinded withdrawal of randomized treatment with
low-dose digoxin or placebo in heart failure: the
DECISION trial

SBP -3.7 mmHg -0.6 mmHg  0.014

-2.2 mU/min/ -0.4 mL/min./
eGFR 1.73m? 1.73m? 0.002

900 — 1189 —
NT-proBNP 4033 ngil 1185 ngl. 0002

00060

Results During the pre-withdrawal phase (100 days), incidence rates of cardiovascular (CV) death or worsening HF
events were 5.7 vs 6.5 events per 100 patient-years in the digoxin vs placebo group; rate ratio (RR) 0.88;
95% confidence interval (Cl) [0.24-3.10]. Following withdrawal, the incidence rate increased markedly in pa-
tients withdrawn from digoxin but not placebo (42.8 vs 5.9 events per 100 patient-years; time period-by-treat-
ment interaction, P = .036). Fourteen events (12 hospitalizations and 2 urgent HF visits) occurred in the digoxin
withdrawal arm vs two (one HF hospitalization and one CV death) in the placebo withdrawal arm (RR 7.37, 95%
Cl 1.56-34.88; P = .012). Withdrawal of digoxin was accompanied by an increase in heart rate (P = .003), reduc-
tion in systolic blood pressure (P =.014), and rise in NT-proBNP (P =.002).
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Novinky z 2026 ESC HF Guidelines — dekompenzované srdecni selhani

Table 4 New concepts

e ™
C :acute Coronary syndrome
New concepts Identification and treatment of acute causes ~———— 4 :Hypenenswegm);rgency
. A : Arrhythmias
HFrEF has been expanded to include LVEF up to 50% AND M : Mechanical causes
o - P : Pulmonary embolism
HFmrEF has been removed Identification of dinical phenotype? | :Infections/Inflammations
J\ T :Tamponade
HFpEF includes LVEF from 50% and above ( 1 1 1
Decompensated HF replaces acute HF
+ - . . Acute pulmonary Decompensated Decompensated
Stages of HF (A-D) ranging from risk factors to advanced HF have Cardiogenic shock? sedema R ST fight-sided HF
I
been adopted S | | | |
" F ’ . " U
MNew classifications for medical and interventional therapy have been 3 Ventilatory supports
introduced © | | | |
+ Inotropes
+ Vasopressors + Diuretics . Diuretics + Fluid optimization
+ MCS - Vasodilatorsd « Diuretics
+ Diuretics if needed
~ @Esc
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2026 ESC HF Guidelines — dekompenzované srdecni selhani

Decompensated heart failure—Section 7

Urinary Na"-guided diuretic therapy may be considered during the first days of treatment of patients with DHF to improve " B1
natriuresis and diuresis.

In-hospital initiation of SGLT2-1 is recommended in patients with DHF after initial stabilization to improve QoL and congestion | B1 «
symptoms and reduce the risk of HFH.

A multidisciplinary Shock Team is recommended in potential candidates for temporary MCS to guide the device selection
(modality and type) based on patient and HF characteristics.

Temporary MCS with a microaxial flow pump should be considered in selected patients with cardiogenic shock caused by lla B1 «
ST-elevation MI with LV systolic dysfunction and no risk of hypoxic brain injury in order to reduce the risk of death.

Temporary MCS should be considered in patients with mechanical complications related to Ml as a bridge to definitive

lla C
treatment.
Recommendations in 2021 version Class® Level® Recommendations in 2026 version Class® Level®
Continuous inotropes and/or vasopressors may be Continuous inotropes should be considered in
considered in patients with low cardiac output and patients with advanced HFrEF, low cardiac output,
evidence of organ hypoperfusion as bridge to MCS b C and evidence of hypoperfusion or end-organ lla c «
or heart transplantation. dysfunction, as BTD, BTT, or as bridge to durable

MCS, to increase cardiac output and improve
symptoms.

U SV. ANNY
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2026 ESC HF Guidelines - Iécba HFpEF

All patients with HF, independent of LVEF

An SGLT2-1 (dapaglifiozin or empagliflozin) is recommended in patients with symptomatic HF independent of LVEF to reduce

the risk of HFH or CV death. 241245326

An MRA (sMRA for HFrEF and sMRA/nsMRA for HFpEF) is recommended in patients with symptomatic HF independent of

LVEF to reduce the risk of HFH or CV death.©32°4-257

Dynamic individualized dosing of loop diuretics according to volume status is recommended in patients with HF and signs and/
or symptoms of congestion to alleviate HF symptoms, improve exercise capacity, and reduce the risk of HFH.d 327-322

HFpEF
ACE-I/ARB/ARNI may be considered in patients with symptomatic HFpEF to reduce the risk of HFH,3%-40:42:319.332-337 b C
o ——
. HFrEF HFpEF
Recommendation Table 18 — Recommendations for obes- >— 00008 7_7_p @
ity in patients with heart failure (see Evidence Tables 85 IVEF(%) 20 25 30 35 40 45 bo 55 60 65
and 86) |
ACE-I/ARNI or ARB22 |
dational
Recommendations Class® Level® :do:dr:c:luona All patients with HF R |
Therapy SGLT2-1 |
Semaglutide or tirzepatide should be considered MRA I
for patients with symptomatic HF, LVEF >45%, |
and BMI >30 kg/m?, regardless of diabetes lla B1 Congestion CoopdIrens |
d bod ioht di Iron deficiency IViron
status:, tore u.ce 2oy We%ls’_;{; Bl’;n:'zroc:zes SR, HR >70 bpm Ivabradine 1
exercise capacity and QoL. R Additional  Obesity semdglutide or tirzepatide
Medical Self-identified Black Hydralazine/ISDN |
Therapy Vaccination 1
I INTERNI . All patients with HF BRALAIL R 1
KARDIOANGIOLOGICKA | ACE-I/ARNI or ARB
I KLINIKA FNUSAALF MU Vericiguat

\

N o = o= - -
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2026 ESC HF Guidelines — pokrocilé srdecni selhani

e a
Management of patient with advanced heart failure
Consultation with an advanced HF centre
(Class|)
{ 1 )
INTERMACS 1 INTERMACS 2 o— INTERMACS 34 INTERMACS >4
Temporary MCS? . SRR,
(Class lla) O IEliEt
B
{ ! ®
Persistence " End-organ
of severe Cardtljac recovery
irreversible dan butno
end-organ o cardiac
damage recovery recovery
- . Advanced HF
: ‘é‘;‘;;‘ggawa' : ?5%"&?35 LVAD (BT, DT, BTC, BTR) therapies (heart
and/or list for heart transplantation/
. Palliative + Very close transplantation LVAD) can be
e ol g o (Class Iy deferred with very
P close follow-up
Advance care planning and palliative care are embedded throughout advanced HF
decision making and treatment process
(Class 1)
Consider comorbidities and contraindications for advanced HF therapies
N @Esc
I. INTERN|
KARDIOANGIOLOGICKA
4 KLINIKA FNUSAALF MU

Recommendations in 2021 version Class?

Long-term MCS should be considered in patients
with advanced HFrEF despite optimal medical and
device therapy, not eligible for heart
transplantation or other surgical options, and
without severe right ventricular dysfunction, to
reduce the risk of death and improve symptoms.
Long-term MCS should be considered in patients
with advanced HFrEF refractory to optimal
medical and device therapy as a bridge to cardiac
transplantation in order to improve symptoms,
reduce the risk of HF hospitalization and the risk of

premature death.

Remote haemodynamic monitoring of PA pressure
should be considered in symptomatic patients with
HF, NYHA class Ill and an HFH in the past 12
months in order to reduce the risk of HFH.

Level®

Recommendations in 2026 version Class®

Durable MCS (LVAD) is recommended in selected
patients with advanced HFrEF, despite FMT and

GDIT, as BTT, BTC, BTR, or as destination therapy
to improve symptoms and reduce the risk of death.

Recommendation Class®

Heart transplantation is recommended in

selected® patients with advanced HF refractory

to FMT and GDIT, and without |
contraindications, to improve QoL and

survival 622626

B1

U SV. ANNY
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2026 ESC HF Guidelines — intervencni lécba (GDIT)

Recommendation Table 17 — Recommendations for valvu-

lar heart disease in patients with heart failure (see Evidence
Tables 83 and 84)

Recommendations Class® Level®
Aortic stenosis
Aortic valve intervention, SAVR or TAVI, is
Additional Guideline recommended in patients with severe aortic |
.:\'nheed::; Int::vr:f\t;:nal stenosis and HF® to improve symptoms and
Therapy reduce the risk of death.”*®~7%°
Secondary mitral regurgitation
Mitral transcatheter edge-to-edge repair is
Foundational recommended in haemodynamically stable, - =N
. symptomatic patients with HFrEF and persistent
Medical ymp : itral i Z ) Patient with HFrEF Optimized FMT
severe secondary mitral regurgitation despite and .+ andCRTimplanted -y i
Thera 1 Lol —®—| (Class) [
Py optimized FMT and CRT if indicated, who fulfil severe secondary MR (ifindicated) J
specific clinical and echocardiographic cri'(eria,‘1 l
in order to reduce the risk of HFH and improve
I (Class la)

Clinical and l
echocardiographic P Persistence of
criteria for outcome o severe secondary MR
improvement with

TEER? ‘
|
Advanced HF @
Consider surgery
or TEER or medical
. therapy according = Follow-up
I. INTERNI to;:laur;;:‘m p—
A (Class IIb)
KARDIOANGIOLOGICKA y

£ KLINIKAFNUSAALF MU %, @Eesc




2026 ESC HF Guidelines — intervencn

ré

|écba (GDIT)

Additional Guideline
Medical Directed
Therapy Interventional

Therapy
Foundational
Medical
Therapy

@Esc
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Rate control

Beta-blockers are recommended in stable

patients with HFrEF and AF as first-line therapy 1
for short- and long-term rate control.5344>
Digoxin should be considered in stable patients
with HFrEF and AF when the ventricular rate
remains high despite beta-blockers, or when
beta-blockers are contraindicated/not
tolerated, in order to obtain short- and
long-term rate control.#4-5¢7

Atrioventricular node ablation combined with
CRT should be considered in patients with
severely symptomatic permanent AF and poor
rate control despite medical therapy and at least
one HFH to reduce symptoms, physical
limitations, recurrent HFH, and death.®”%¢7%
Intravenous amiodarone or digoxin may be
considered in haemodynamically unstable
patients with HFrEF and AF to stabilize the b
patient and achieve acute control of heart

rate.6687671

Cardioversion

Urgent cardioversion is recommended in the
setting of DHF in patients presenting with rapid
ventricular rates and haemodynamic instability
to restore sinus rhythm 86%:671.692.695

Atrial fibrillation catheter ablation

Catheter ablation for AF should be considered in
selected® patients with symptomatic AF and
HFrEF to improve QoL and reduce the risk

Of HFH or death 674-676,678,681,682,684 696

B1

Recommendation Table 16 — Recommendations for revas-
cularization in chronic coronary syndrome in patients with
heart failure (see Evidence Table 82)

Recommendations Class®  Level®

Revascularization for symptom improvement (HFpEF and HFrEF)
Coronary revascularization is recommended in
patients with HF, obstructive CAD, and
persistent angina, despite FMT for HF and
antianginal drugs, to relieve symptoms.”3*73%
Revascularization for outcome improvement (HFrEF)
If revascularization is planned after assessment
by a Heart Team, CABG should be considered as
the preferred revascularization strategy, in

. lla B1
patients with LVEF <35% and multivessel CAD
suitable for surgery, to improve long-term
survival *&0
U SV. ANNY



2026 ESC HF Guidelines — intervencn

|écba (GDIT)

I

Additional Guideline
Medical Directed
Therapy Interventional
Therapy
Foundational
Medical
Therapy
I INTERNI
KARDIOANGIOLOGICKA

KLINIKA FNUSA A LF MU

@ESc—

Recommendation Table 6 — Recommendations for implan-
table cardioverter-defibrillator implantation (see Evidence

Tables 42-48)

Recommendations

An ICD is recommended in patients who have
recovered from a ventricular arrhythmia causing
haemodynamic instability (secondary
prevention), and who are expected to survive for
>1 year with good functional status, in the
absence of reversible causes, or unless the
ventricular arrhythmia has occurred <48 h after
an M, to reduce the risk of sudden death and
all-cause death.®*

An ICD is recommended in patients with
symptomatic HFrEF (NYHA class II/111) of an
ischaemic aetiology (unless they have had an Ml
in the prior 40 days), and an LVEF <35% despite
>3 months of optimal FMT, provided they are
expected to survive longer than 1 year with
good functional status, to reduce the risk of
sudden death and all-cause death 20:342373.374
An ICD should be considered in patients with
symptomatic HFrEF (NYHA class II/111) of a
non-ischaemic aetiology, and an LVEF <35%
despite >3 months of optimal FMT, provided
they are expected to survive longer than 1 year
with good functional status, to reduce the risk of
sudden death and all-cause death.340:341:344.375
Prior to generator replacement for CIEDs, a
shared decision-making process between the
patient and a cardiologist experienced in CIEDs
and HF should be considered to ensure that the
balance between risks and benefits still favour a
CIED.37:5—BBD

Class®  Level®

1 B1
lla B1
lla C

QRS =150 ms®

HFrEF, LVEF <35%

|

Uptitrate FMT2

|

If LVEF is still <35 %

( !

QRS 130-149ms
! } !
Non-LBBB LBBB Non-LBBB
| | |
CRT CRT CRT
(Class lla) (Class lla) (Class lIb)

\

QRS <130 ms

U SV. ANNY
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2026 ESC HF Guidelines — ATTR-CM

Recommendations in 2021 version Class® Level® Recommendations in 2026 version Class® Level®
Tafamidis is recommended in patients with Treatment with a TTR silencer (vutrisiran) or

genetic testing proven hTTR-CA and NYHA class | stabilizer (tafamidis or acoramidis) for patients with

or Il symptoms to reduce symptoms, CV variant or wild-type transthyretin cardiac

hospitalization and mortality. amyloidosis and NYHA class |-Ill is recommended

Tafamidis is recommended in patients with to reduce progression of symptoms and the risk of
wtTTR-CA and NYHA class | or Il symptoms to CV hospitalization and all-cause death.

reduce symptoms, CV hospitalization and

mortality.
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2026 ESC HF Guidelines — krok spravnym smérem?

H)
Psychology
HF nurse
and AP
Cbﬁorbidity-
specific .
specialist v
Caregiver
@ |\ Psychosocial
and welfare
services
| INTERNI
KARDIOANGIOLOGICKA

4 KLINIKA FNUSA A LF MU

YE)T)E)

Palliative
and end-of-life
care

Primary
care
professionals

Core HF
team

Person
with HF

Patient
support
network

A M

Interven-
tional/EP
cardiologist
HF
cardiologist
Cardiac
surgeon
Cardiac
rehabilitation
Genetic
counsellors

Heart Failure

Treatments

Education

Assessment

Monitoring

Qverarching principles of a HF management programme:
* Patient-centred
+ Multidisciplinary
« Delivered by competent professionals
« Contributes to research, audit and implementation of evidence
+ Advocacy to improve access to care

Access to HF treatments and interventions
Treatment goals:

« Prevention of disease progression

« Symptom control
Management of comorbidities
Management of psychological distress

Individualized education for the person with HF and caregiver to support self-care and

recognize change in symptoms

Professional education for HF specialists and non-specialists to support competence in HF care

Identification of HF aetiology

Ongoing clinical assessment and investigations appropriate to the patient and stage of HF
Assessment of social determinants of health that impact access to care and adherence

Frailty assessment

Coordinated care

Monitoring strategies to facilitate:
+ Optimization of HF therapies
« Recognition of disease progression
« Early supported discharge

+ Opportunities for advanced care planning, advanced HF referral and palliative care

@Eesc
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Dékuji za pozornost!
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