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Plan for this session
• What is Heart Failure? Why does it matter to me? 

What does the NICOR data show?

• Diagnosis

• Management and medications

• What’s new (guidelines and new medications)? 

• What are the challenges in Heart Failure? HFpEF, 
End of Life

• Key messages
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What is heart failure?
HF is a clinical syndrome 
Characterized by typical symptoms 
(e.g. breathlessness, ankle swelling 
and fatigue) 
Accompanied by signs (e.g. elevated 
jugular venous pressure, pulmonary 
crackles and peripheral oedema) 
Caused by a structural and/or 
functional cardiac abnormality
Results in a reduced cardiac output 
and/ or elevated intracardiac 
pressures at rest or during stress
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Examples of echos we see from patients with 
Heart Failure
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What is the disease progression for HF?
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Adapted from Jain et al, Am Heart Journal 2003 

In Heart failure, each acute admission with 
decompensation results in a reduction in 

functional ability
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Why does heart failure matter?

High morbidity and mortality. Admission to hospital = functional 
decline

Very Common:  approx. 1 million patients in the UK

More affluent regions had a lower age-adjusted incidence of heart 
failure, implying that we already have the means to modify risk. 
Most patients had three or more comorbid conditions, most commonly 
HTN, IHD, OA

Heart Failure Admission: average length of stay 10 days
Most common cause of hospitalisations >65 years
70% cost from hospitalisations
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Outcome data

<75 years: inpatient mortality 3%, 3-year mortality about 30%
>75 years: inpatient mortality 12%, 3-year mortality about 60%

5 year mortality equivalent to commonest cancers
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Webb et al, Am J Cardiology 2018
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Classification of Heart Failure
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ESC guidelines for management of HFrEF

13Presentation title
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Evidence that the drugs work…

14
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Kaplan-Meier graph for time to HF hospitalisation for patients 
with HFrEF, HFmrEF and HFpEF
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Why HF classifications matter: 
Real life clinical outcomes
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Kaplan-Meier survival free of all cause death for patients 
with HFrEF, HFmrEF and HFpEF 
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Webb et al, IJCHS 2018
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Mode of death – MERIT-HF population

16MERIT-HF Study Group, Lancet 1999
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Why uptitrate?

17

ATLAS trial 
endpoint

Low dose 
Lisinopril 

High dose 
Lisinopril

Relative risk 
reduction

Death or hosp 84% 80% 12% (p=0.002)
Death or HF hosp 60% 55% 15% (p<0.001)

17
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Summary from HF Nicor Audit, 2019-2020

Implications for GPs
• No echo, no diagnosis, no 

medications
• No specialist care, poorer 

outcomes
• No cardiology or HFSN FU, no 

one owning patient and directing 
optimization. May not be clear 
what to do. Risks patients being 
readmitted
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• Early and accurate diagnosis

• Access to heart failure specialists

• Prescription of evidence based therapies

• Co-ordinated care

• Resulting in:
– Improved prognosis 
– Improved outcomes for patients

Aims in heart failure management

20
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Sounds familiar….

21

• Mr RS is a 76 year old man who 
comes to see you with increasing 
breathlessness, reduced exercise 
tolerance and swollen legs

• Ex smoker since 1984, HTN and 
HbA1c 44 new units

• On discussion, never had chest 
pain, sleeps with 2 pillows when 
used to be 1, feeling really tired 
and unable to do what he enjoys 
doing

• BP 132/84mmHg, HR 92bpm, sats
98% R/A. Not sure about JVP, 
pitting oedema to mid shins, can’t 
hear any murmurs

21

22Presentation title
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NICE guidelines 2018
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Primary care team to take over routine management of HF as soon 
as it is stabilized and their management optimised (clinical 
assessment, review of medications, renal function)

Patient needs to be reviewed in MDT setting and summary to include 
diagnosis and aetiology, medicines prescribed, functional abilities and 
social care needs, social circumstances

Diagnosis – 2 weeks/6 weeks

Followed by second consultation within 2 weeks

Not to routinely ask patients to restrict sodium or fluid consumption

23
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So what do you do next?
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• Mr RG had a recent IP admission with 
his index case of HF

• Was in hospital for 6 days
• He’s a little confused but worried he’s 

going to die
• Discharge summary HFrEF, AKI
• Still breathless, but delighted to be out 

of hospital as was concerned about 
Covid

• BP 132/86, HR 108, sinus rhythm
• Some pitting oedema, but patient says 

this is improving
• Chest clear
• Ramipril 1.25mg, bisoprolol 1.25mg, 

frusemide 80mg bd 
• No FU arranged 

24

Practical Tips for ACEi/ARB/ARNIs
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Managing cough
Exclude respiratory disease / 
pulmonary oedema
Only stop ACEi if very 
troublesome 
ARNI if this is the case

Managing Hypotension
Asymptomatic: No change
Symptomatic

Consider stopping other 
vasodilators
Reduce diuretics if no 
congestion
Reduce ACEi / ARB / MRA if 
persists
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Practical Tips for ACEi/ARB/ARNIs
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Managing creatinine
Immediate pre-treatment Cr is 
baseline
Start if Cr<220, GFR>30

15-30% rise in Cr: clinical 
assessment, repeat U&Es in 1-2/52, 
stop other nephrotoxics first, reduce 
diuretics if no oedema, reduce other 
BP drugs
>50% rise Cr, or above 265umol/L: 
clinical assessment, discuss with 
cardiology, repeat U&Es in 1/52, if 
persists, stop/reduce to previously 
tolerated dose

Managing Potassium
Accept K up to 5.5
K 5.5-6: stop nephrotoxics
/potassium retaining meds/foods; 
reduce diuretics if no oedema, 
halve dose if K persists
K 6-6.5: stop drug and reintroduce 
once at lower dose
K >6.5: refer to hospital

26
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ACEi/ARB

27
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Loop diuretics and Entresto

28

• Stop ACEi for 36 hours prior to starting entresto
• Remove ACEi/ARB from practice repeat prescriptions

28

Betablockers

29

• Contraindication – severe asthma, not COPD, PVD, ED
• Caution: NYHA IV, recent decompensation, HR <60bpm, congested
• Start low
• May be initial mild deterioration (treat with diuretics)
• Avoid sudden cessation

29
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MRAs

30

30
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PARADIGM HF: sacubitril valsartan

32

• Neprilysin inhibitor and angiotensin 
receptor blocker – LCZ696 

• Primary outcome, a composite of 
CV death, HF hospitalisation

• NNT 21
• Mean age patients 63.8 years
• Jhund et al: showed effects similar 

in all age groups (75-80 years)
• Simpson et al: effects similar across 

RF profile (using MAGGIC score)
• NICE: recommend if NYHA II-IV, 

LVEF <35%, stable dose ACEi/ARB

McMurray et al, NEJM 2016, Jhund  et al, EHJ 2015; Simpson et al, JACC 2015
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EMPA-REG: effect of empaglifozin on CV 
outcomes

33

• Empaglifozin is an inhibitor of the 
sodium-glucose linked transporter 
2, found in the proximal tubules of 
the nephron (increases glucose 
excretion)

• Multicentre, blinded, randomised 
trial in 7028 patients with T2DM, 
FU 2.6 years

• 14% reduction in primary 
outcome: CV death, non-fatal MI, 
and non-fatal CVA, 35% reduction 
in hospitalisation

• Osmotic diuretic: 1.5L loss, lower 
BP

Zinman et al, NEJM, 2016
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TRED HF study

34

• Unknown previously 
whether patients with 
recovered HF can 
stop medications

• 50 patients, FU 6 
months

• Many patients who 
have ‘recovered’ EF 
will relapse following 
treatment withdrawal

Halliday et al, Lancet 2018
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What are the challenges in Heart Failure?

Yancy et al, JACC 2017
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CKD and Heart Failure

36Presentation title

• 2000 patients in EVEREST trial, 53% prevalence of CKD
• Worsening renal function with ACEi does not increase mortality

36

Advice from Joint HF/renal guidelines

37Presentation title
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• Symptoms and signs are non-specific

• NTproBNP is a negative predictive test

• Clinical syndrome – you don’t diagnose HF from an 
echo

• Patients are older with significant number of 
comorbidities

• Different causes of HF

Why is heart failure so difficult to diagnose

38
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Why is heart failure hard to diagnose?

…Symptoms are nonspecific

39

Elderly patients

Draper et al, Am J Cardiology 2018

Lowest NTproBNP in 
HF over 80 years of 
age: 464 pg/ml

40

Causes of elevated NTproBNP

41
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Causes of reduced NTproBNP

• Obesity
• African or African–Caribbean family origin
• Treatment with diuretics, ACE inhibitors, beta-blockers, ARBs or

MRAs
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Comorbidities in heart failure

Conrad et al, The Lancet 2016
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What’s the need?
Distribution of adults in need of palliative care

46
https://www.google.com/search?q=Distribution+of+adults+in+need+of+palliative+care,+who&tbm=isch&source=iu&ictx=1&fir=dbfqQ9_qLvpv5M%253A%252CAkYeQe1gGS_pSM%252
C_&usg=AI4_-kSASUb2NhTnuJVJB9GpgRX9SsWRVg&sa=X&ved=2ahUKEwjLwqm2t5HgAhWMFxQKHSpoAWUQ9QEwBHoECAUQBA#imgrc=dbfqQ9_qLvpv5M: 
accessed 27.01.2019
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How should we organise care?

47Adapted from Royal College Physicians, 
How to be begin honest conversations about what lies ahead, 2018 
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HF disease modifying medications make people live 
longer, feel better and prevent HF hospitalisation. In 
patients with HFrEF there are 4 tablets they need to take

Covid has resulted in ‘redesigned’ services and the role 
of the GP for HF patients, is more critical than ever 
before

Refer with an NTproBNP for suspected HF

Call for help if you are unsure

Key messages

48


