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Prevalence of Heart Failure
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$° prognosis: About half of all people who develop heart failure will die within 5 years
diagndsis.

Survival ra e are similar to those from cancer of the colon, and worse than those from
cancer of the breast or prostate



Financial burden of heart
failure
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« As well as NHS costs, heart failure also places a burden on other agencies

such as social services and the benefits system, and of course on the
patients with heart failure and their families and caregivers !



The vicious cycle of heart failure
with reduced ejection fraction!
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Patients with heart failure have a wide range of comorbidities, in part dueto their advanced age!
This can lead to the concurrent use of multiple medications?
Most comorbidities are associated with worse clinical status and are predictors of poor prognosis in heart failure?
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Patient Pathways
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Symptoms or signs
PATIENT WITH SUSPECTED HF* suggestive of HF
(non-acute onset)

|

ASSESSMENT OF HF PROBABILITY Clinical examination

1. Clinical history: {full blood count, fastinmg blood g lucosa,
History of CAD (M, revascularization)
History of arterial hypertension
Exposition to cardiotoxic drug/radiation thiyrod d function and chest X-ray)
Use of diuretics

Orthopnoea / paroxysmal nocturnal dyspnoea l

sarum urea and elactrolytes, urimalysis,

2. Physical examination:
Rales

Bilateral ankle oedema
Heart murmur

Jugular venous dilatation BNMPF/NT-proBMP
Laterally displaced/broadened apical beat {then ECG, especially if

3. ECG: BMF is not available)
Any abnormality

All absent
=1 present J

Assessment
of natriuretic
peptides not routinely
done in clinical
practice

NATRIURETIC PEPTIDES

HE sifiealy: Low BNP {or NT-proBNP} Raised BMP {or NT-proB NP}
* NT-proBNP =125 pg/mL consider other

+ BNP 235 pg/mL diagnosis and normal ECG orabnommal ECG

.| | |

ECHOCARDIOGRAPHY Normal* HF EXCLUDED HF POSSIBLE

| | |

If HF confirmed (based on all available data): Censider alternative Refer for
determine aetiology and start appropriate treatment cause for symptoms echocardiography

<_____________-




Heart Failure Diagnostic Pathway
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Other conditions that may present with
similar symptoms

e Drug-induced ankle swe

* Drug-induced fluid retention (e.g.

NSAIDs) * Severe anaemia or thyroid disease

e Angina * Atrial Fibrillation/Hypertension




The Four Pillars of Heart Failure
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NHS Lothian Heart Failure Team: Standard Drug Optimisation Protocol*

To be used ONLY in patients under the direct supervision of NHS Lothian Heart Failure Service

Phase 1: Stabilise

*  Frequent F2F visits; weekly U+E
* |fK<4 consider Eplerenone / Sando K
*  Continue until euvolaemic/ stable U+E

thiSE 2: Initiate ‘Cored’

*  Could replace Candesartan with
Ramipril if Entresto not appropriate.
F2F initiation visit then phone review,
BP & HR ateach step
LI+E 1-2 weeks after ARNI/ARB & MRA

Loop diureticin sufficient dose to relieve congestion

Consider adjunctive treatment with Dapagliflozin 10mg od +/or Eplerenone 25 mg od
Review maintenance dose of loop diuretic once euvolaemic

Entresto -’*:]*’lrf 26mg bd Bisoprolol 1.25 -

Candesartan 4mg od e

‘ Dapaglifiozin 10mgod = Eplerenone 25mgod

4-6 weeks

( Phase 3: Uptitrate

*  F2F Review after 2 weeks of Core 4:
- review symptoms and bloods
- adjust diuretic as required
- prescribe drugs
Switch ARE to Entrestoif ongoing HF
symptoms {otherwise ‘TARB)
*  Phone review, BP & HR ateach step
*  U+E1-2 weeks after ‘T ARNI/ARB

.,

Entresto 24/26 mg bd (or Candesartan 8mg od)

| Bisoprolol5mg od ‘

Entresto 49/51 mg bd (or Candesartan 16mg od) 8-12 weeks

| Bisoprolol7.5mg od |

‘ Entresto 97/103 mg bd (or Candesartan 32mg od) |

| Bisoprolol10mg od ‘ v

*Appropriate for patients with moderate or severe LVSD and: e GFR>30; K<5.2; SBP =100; no major frailty [ cognitive impairment




Changes in Practice
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Future Challenges
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Thank you

Any Questions?
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