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Figure 1:
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initiate only if —
LVEF >55%
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Week 12°

<20 mmHg >

220mmHg  —

gradient 1.Restart on 2.5 mg if LVEF =50% and
. recheck clinical status and ECHO 1n
Withhold drug
4 weeks.
<20 mmHg > and returmn at —— L
Week 12 2. Maintain same dese for the next
Down-titrate to 8 weeks, consistent with Figure 2,
2.5mg unless LVEF <50%.
once daily
220 mmHg
2.5 mg
once daily
<20 mmHg
Maintain at SORETI 5
5mg
once daily Maintain at
> 5 mg >
220 mmHg once daily

treatment after 4 weeks if LVEF =50%. See Figure 3.

Figure 2:

Maintenance Phase

Current dose

Week 12 + every 12 weeks

LVEF <50% > Interrupt treatment. See Figure 3.

LVEF 50-55%, regardless of
Valsalva LYOT gradient
or
LVEF >55% and
Valsalva LVOT gradient
<30 mmHg

— Maintain on the same dose and follow up 12 weeks later.

1. Up-titration to next higher daily (mg) dose level:

2.5mg 2 5 mg; 5 mg > 10 mg; 10 mg > 15 mg
———> 2. Recheck clinical status and ECHO in 4 weeks and maintain
the same dose for the next 8 weeks unless LVEF<50%.

LVEF >55% and
Valsalva LVOT gradient
230 mmHg

3. Further up-titration is allowed after 12 weeks of treatment
on the same dose level.

TN 219'0n DR NANT P'0an? W 50% > LVEF nT' 2w napn 912
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1. Restart treatment at next lower
daily (mg) dose level.

*5mg > 2.5 mg; 10 mg = 5 mg;

15mg = 10 mg
1. Interrupt treatment. * If interrupted at 2.5 mg, restart
* 2. Recheck ECHO parameters every LVEF 250% — at 2.5 mg

4 weeks until LVEF 250%. 2. Recheck clinical status and ECHO

in 4 weeks and maintain the same
dose for the next 8 weeks unless
LVEF <50%.

.. Permanently discontinue treatment 3. Follow Figure 2.

" if LVEF <50% twice on 2.5 mg daily.

LVEF <50%
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