
� Editorial

Journal of Diabetes Nursing Volume 23 No 5 2019� 1

We need to increase our awareness of 
heart failure in our patients with diabetes

Su Down
Diabetes Nurse Consultant,  
Somerset Partnership NHS 
Foundation Trust

Citation: Down S (2019) We 
need to increase our awareness 
of heart failure in our patients 
with diabetes. Journal of 
Diabetes Nursing 23: JDN090

It seems that I am regularly writing about the 
sodium–glucose cotransporter 2 (SGLT2) 
inhibitor class of oral diabetes medicines. 

However, for this I feel vindicated as the evidence 
of benefit surrounding this class is evolving rapidly 
and excitingly.

The latest evidence to be reported at the 
European Association for the Study of Diabetes 
meeting, held in Barcelona in September, reinforces 
the benefits to be seen over and above that of 
glucose lowering. We have discussed the beneficial 
effects on renal protection recently (Morris, 2019), 
and further trials have reinforced this amazing 
outcome and obvious benefit from using the class 
early in type 2 diabetes.

Of equal interest is the prevention of 
hospitalisation from heart failure (HF) and the 
prevention of HF itself, with many more trials 
currently ongoing in this area. This news is 
incredible as heart failure has such a massive impact 
on quality of life and the outcomes in people with 
type 2 diabetes are so very poor. It is estimated 
that, for those with both type 2 diabetes and HF, 
the risk of cardiovascular mortality and death from 
worsening HF is 50–90% greater than for those 
with HF alone (Kristensen et al, 2017).

The recognition of HF in our patients with 
type  2 diabetes could be and needs to be better. 
The prevalence of diagnosed HF in those with 
type  2 diabetes is a staggering 20–30%, and the 
risk of developing HF once diabetes is diagnosed 
is 2–5  times higher (Nichols et al, 2004). More 
worryingly, the risk of developing HF is also 
significantly raised in those with prediabetes 
(Matsushita et al, 2010), posing us a huge future 
problem. This increased risk of HF in the 
prediabetes population suggests an alternative 
causality from the previously assumed long-term 
poor glycaemic control causing atherosclerotic 
changes.

Not only is there a risk of developing HF in those 

with diabetes but, conversely, the risk of developing 
diabetes is far higher in those with HF (Amato 
et al, 1997). The more severe the HF the greater 
the risk of developing type 2 diabetes, and the 
outcomes, sadly, are poorer. These factors reinforce 
the importance of screening for diabetes in the HF 
population.

Hospitalisation from HF is a factor we simply 
have to improve our awareness of, as people with 
type 2 diabetes tend to stay in hospital for a longer 
duration, with far worse outcomes than for those 
without diabetes (Targher et al, 2017). As diabetes 
specialists, we need to work more collaboratively 
with our HF nurse specialist colleagues to ensure 
we are all contributing to the multidisciplinary 
discussion and care plan going forward.

People with diabetes can have HF with preserved, 
moderately reduced or reduced ejection fraction 
(Box 1), and the positive outcomes of the SGLT2 
inhibitor class can be seen across the whole  
spectrum of this condition (Kateo et al, 2019).

As our knowledge of the benefits of this class in 
HF grows, it is vital that we in turn increase our 
awareness of HF in our patients. Questioning for 
signs and symptoms of HF (Box 2) should be part of 
our normal routine discussions and, once diagnosed, 
discussions regarding progression should be key.

When having these discussions in our clinical 

Box 1. Types of heart failure.

Heart failure is mainly divided into two types:

•	 Heart failure with reduced ejection fraction (HF-rEF) – the left ventricle enlarges and 

cannot contract sufficiently to pump effectively

•	 Heart failure with preserved ejection fraction (HF-pEF) – The heart contracts and 

pumps effectively but the ventricles are stiffer and thicker than normal and therefore 

cannot relax sufficiently to fill effectively. Interestingly, glucose variability – particularly 

postprandial rises – can increase ventricular stiffness

Ejection fraction is measured as a percentage, with 55–70% being normal and 

<35% being severely below normal (classed as HF-rEF). Between these levels, an ejection 

fraction of 35–55% is classed as moderately reduced.
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practice, it is easy to regard symptoms of fatigue 
and shortness of breath as a result of poor glycaemic 
control and being overweight. I believe we now have 
to consider that these symptoms could be early signs 
of HF, and part of our assessments and planning 
should be to aim to get a clear diagnosis, as this will 
direct our medication choice going forward.

These are exciting times for both renal and 
cardiovascular care, as we now have medications 

that are protective. I suspect the SGLT2s will soon 
be regarded as drugs for reno- and cardioprotection, 
with glucose lowering as a side effect!� n
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Box 2. Common signs and symptoms of heart failure.

•	 Shortness of breath – this may be while exercising, resting or lying down

•	 Fatigue – this can present and worsen over time, with leg weakness reported on activity

•	 Ankle oedema – this may present or worsen over time to ankle, leg, and abdomen 

swelling, with the inevitable weight gain

•	 Dizziness

•	 Rapid or irregular heartbeat

•	 Dry cough

•	 Loss of appetite, nausea and feeling of fullness or bloating

PCDS Clinical Hub – Cardiovascular disease
Learn more about cardiovascular disease and its management with this Primary Care Diabetes Society 
(PCDS) Clinical Hub.

The Clinical Hubs have been created and peer-reviewed by an educational sub-committee of the 
PCDS. At the centre of each hub is a series of interactive online CPD modules, along with consultation 
guides and downloadable patient leaflets that can be used to facilitate engagement and supplement 
ongoing patient education.

Visit https://www.diabetesonthenet.com/pcds-hubs to learn more

Interactive CPD modules

■ In a person with diabetes, the preferred BP target is generally ≤140/80 mmHg (ABPM: ≤135/78 mmHg). 
■ In a person with diabetes and chronic kidney disease, proteinuria, retinopathy or cerebrovascular disease, the BP  
 target is ≤130/80 mmHg (ABPM: ≤125/78 mmHg). 

BACKGROUND
■ Hypertension is twice as common among people with diabetes as in the general population.
■ People with hypertension and diabetes are at significantly increased risk of developing coronary heart disease, congestive  
 heart failure and stroke compared with the general population.
■ According to the National Diabetes Audit 2016/17, 24% of people with type 1 diabetes and 26% of those with type 2 diabetes  
 (T2D) did not attain the NICE blood pressure (BP) target (≤140/80 mmHg).

BLOOD PRESSURE: MEASUREMENT AND TARGETS
■ NICE’s standard definition of hypertension is BP ≥140/90 mmHg.
■ NICE strongly recommends using ambulatory BP monitoring (ABPM) or home BP monitoring (HBPM) where clinic BP  
 measurements are ≥140/90 mmHg.

ANTIHYPERTENSIVES
■ If lifestyle changes do not reduce BP adequately, introduce antihypertensives following a step-wise approach:

REINFORCE LIFESTYLE ADVICE AT ALL STAGES
■ Offer all patients, including those taking antihypertensives, advice about:
	 ›	 Physical activity and weight management.
	 ›	 Alcohol consumption.
	 ›	 Diet (eg DASH; see resources) and salt intake.

■	People of Afro-Caribbean origin should receive  
 ACE inhibitor plus diuretic or generic calcium  
 channel blocker (CCB)
■	A CCB should be the first-line treatment in   
 women who may become pregnant
■	If not tolerated (other than renal deterioration  
 or hyperkalaemia), consider angiotensin  
 receptor blockers (ARB); do not combine ACE  
 inhibitor and ARB
■	Titrate dose every 14 days; check eGFR after  
 each dose titration

■	Diuretic is usually  
 a thiazide or 
 thiazide-related  
 diuretic

■	Alpha-blocker
■	Beta-blocker
■	Potassium-sparing diuretic (eg   
 spironolactone); use with caution in  
 patients taking ACE inhibitor or ARB
■	Refer patients who do not attain  
 their targets while taking four   
 antihypertensives

If BP is not reduced to target  
on triple therapy, consider 
adding one of the following:

Add the other drug (CCB if 
patient takes a diuretic or vice 
versa; triple therapy)

End-organ damage  
eg kidney damage, 
retinopathy or left  
ventricular hypertrophy 

Severe: Clinic systolic 
BP ≥180mmHg or 
clinic diastolic BP ≥110 
mmHg

Stage 2: Clinic BP 
≥160/100mmHg and 
subsequent ABPM or HBPM 
average ≥150/95 mmHg

Stage 1: Clinic BP 
≥140/90mmHg and 
subsequent  ABPM or HBPM 
average ≥135/85 mmHg

›	 Caffeine intake.
›	 Smoking cessation advice.
›	 Initiatives to support lifestyle change; eg health trainer, 

1st line: Once-daily generic 
angiotensin converting enzyme 
(ACE) inhibitor irrespective of age

Add a CCB or diuretic 
(dual therapy)

CONSULTATION GUIDE

DIABETES AND HYPERTENSION

Consultation guides

Diabetes and 
Cardiovascular Disease:  

What is 
cardiovascular 

disease?
Cardiovascular disease (CVD) describes 
conditions affecting the heart and blood 
vessels. CVD is usually associated with a 
build up of fatty deposits inside the arteries – 
the vessels that deliver blood throughout the 
body. This build up is called ‘atherosclerosis’. 
Over time, atherosclerosis causes a 
narrowing of the artery that can restrict and 
eventually block the flow of blood. 

Atherosclerosis in the coronary arteries 
(which supply the heart) can cause angina or 
even a heart attack. The damage to the heart 
can eventually lead to heart failure (where the 
heart is unable to pump blood properly). 

A transient ischaemic 
attack or “mini 
stroke” follows a 
temporary disruption 
in the blood supply 
to part of the 
brain. A stroke 
can be a serious 
life-threatening 
condition. Most 
strokes occur when 
the blood supply to part 
of the brain is completely cut off, by, for 
example, atherosclerosis.

Peripheral arterial disease occurs when there 
is a blockage in the arteries to the limbs, 
usually the legs. Often people with peripheral 
arterial disease do not experience symptoms. 
Some people with peripheral arterial disease 
develop a painful ache in their legs when 
they walk. The pain usually disappears if they 
rest for a few minutes. Doctors and nurses 
call this condition ‘intermittent claudication’

How can I know  
my risk of  

developing CVD?
Healthcare teams should assess CVD risk 
in everyone with diabetes. If you have 
already had a heart attack or stroke, or have 
peripheral arterial disease, your healthcare 
team already knows that you’re at high risk. 

In other people, the healthcare 
team can calculate your risk 
of developing CVD over 
the next 10 years. Everyone 
should reduce their risk as 

much as possible. But if your 
risk is 10% or greater, it 

is really important to 
try to reduce as many 
of your risk factors 

as possible.  A 10% risk 
means that 1 person in 10 will 
have a heart attack, stroke, die or 
have another problem caused by 
CVD in the next decade.

?
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What You Should Know

How common is 
CVD?

About seven million people in the 
United Kingdom (UK) have CVD, 
which is one of the leading causes of 
death and disability. Indeed, 
CVD causes a quarter 
of all deaths in  
the UK.

Having diabetes 
means that 
you are 2 
to 4 times 
more likely 
to develop 
CVD than 
someone 
without 
diabetes. So, you 
are more likely to suffer a heart 
attack, stroke or heart failure. Adults 
with diabetes are almost twice as 
likely to die from heart disease or a 
stroke compared with those without 
diabetes.

However, you may delay or even 
prevent these cardiovascular 
complications by tackling several of 
the factors that increase CVD risk.  
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Patient leaflets

https://www.diabetesonthenet.com/journals/issue/583/article-details/sglt2-inhibitors-moving-evidence
https://www.diabetesonthenet.com/pcds-hubs

