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Congestive heart failure (CHF) is a growing epidemiologic and clinical problem, and is increasing in incidence, prevalence
and mortality. Therefore, the optimal treatment of heart failure (HF) is important to reduce hospitalization and mortality.
In the treatment of CHF, diuretics are the first-line drug treatment for patients with fluid retention and are necessary
to relieve symptoms but cannot halt progression or improve the prognosis of CHF. Angiotensin-converting enzyme
inhibitors, beta-adrenergic receptor antagonists and mineralocorticoid/aldosterone receptor antagonist therapy have
been shown to decrease mortality and progression of CHF and should be used early in HF with reduced ejection
fraction. Angiotensin receptor antagonists are recommended in patients with current or prior symptoms who are
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angiotensin-converting enzyme inhibitor intolerant, unless contraindicated, to reduce morbidity and mortality. However,
no treatment has been shown convincingly to reduce morbidity and mortality in patients with HF with preserved ejection
fraction. Adequate treatment of hypertension and myocardial ischemia is also considered to be important, as is control
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of the ventricular rate in HF with preserved ejection fraction. For chronic HF with reduced ejection fraction, ivabradine

and angiotensin receptor-neprilysin inhibition have been tested and may be used in evidence-based medicine in the near

future. This review presents the evidence base for current drug treatments and their practical implications in chronic HF
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Figure 1. Vicious cycle of heart failure management [1,7].
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Figure 2. Treatment overview of medical treatment in heart failure. ACEI, an-
giotensin converting enzyme inhibitor; ARB, angiotensinogen receptor blocker
(From Yoo BS. Korean J Med 2011;81:716-719, according to the Creative Com-
mons license) [7].
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Table 1. Oral diuretics commonly used for heart failure [4,5]

Drug Initial dose Maximum dose
Furosemide 20-40 mg qd or bid 600 mg/day
Torsemide 10-20 mg qd bid 200 mg/day
Bumetanide 0.5-1.0 mg qd or bid 10 mg/day
Hydrochlorthiazide 25mgqd 100 mg/day
Metolazone 2.5-5.0 mg qd or bid 20 mg/day
Spironolactone 12.5-25 mg qd 25-50 mg qd

qd, daily; bid, twice a day.
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Table 2. ACEI/ARBs commonly used for heart failure [4,5]

Initial dose Target dose
ACEI
Captopril 6.25 mg tid 50 mg tid
Enalapril 2.5 mg bid 10-20 mg bid
Lisinopril 2.5mg qd 20-35 mg qd
Ramipril 2.5mg qd 5 mg bid
Trandopril 0.5mg qd 4 mg qd
ARB
Candesartan 40r8mgqd 32mgaqd
Valsartan 40 mg bid 160 mg bid
Lorsartan 50 mg qd 150 mg qd

ACEI, angiotensin converting enzyme inhibitor; ARB, angiotensinogen receptor
blocker; tid, three times a day; bid, twice a day; qd, daily.
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Table 3. Beta receptor blockers commonly used for heart failure [4,5]

Drug Initial dose Target dose
Bisoprolol 1.25 mg qd 10 mg/day
Carvedilol 3.125 mg bid 50 mg/day
Metoprolol succinate 12.5-25 mg qd 200 mg/day
Nevibolol 1.25mg qd 5 mg/day

qd, daily; bid, twice a day.
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