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Hemodynamic*

* Salt/water retention
* Venous congestion
* Hypoperfusion

¢ VVasoconstriction

* Increased abdominal
pressure

Diabetes
(including insulin
resistance)

Inflammatory*

* Oxidative stress
* Immune cell activation
* Endothelial dysfunction
* Gut dysbiosis
* Uremic toxins

Other CKM risk factors

Neurohormonal*

* SNS activation
* RAAS activation
¢ Increased AVP
¢ Increased ANP
and BNP

Hypertension

*Some of these pathways may lead to end-organ fibrosis.
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Definition of heart failure

- ISiagnosEicialg;rid\m}o?r heart failure

- — Heart failure is caused by any
T structural or functional cardiac
— disorder that impairs the heart's
— o (ST ability to function efficiently as a
B T e pump to support circulation.

— (NICE,2018)
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Heart failure confirmed
Define heart failure phenotype
based on LVEF measurement

“The FINAL common pathway for
o e [ cenin the many cardiac conditions that
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P affect the heart pump function”

' Determine aetiology and
commence treatment

Heart failure unlikely
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Consider other diagnoses
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Benefit of early initiation of disease-modifying
therapy in community-based patients with
suspected heart failure
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Abstract

Background and The initiation of heart failure (HF) therapies at the time of detection of an elevated N-terminal pro-B-type natriuretic

Aims peptide (NT-proBNP) level in community-based patients with suspected HF may reduce the risk of early adverse outcomes.
The aim of this analysis was to estimate the potential benefit of the early initiation of a sodium-glucose cotransporter 2
inhibitor (SGLT2i) and/or mineralocorticoid receptor antagonist (MRA) in patients with suspected HF and a pre-existing
non-HF-related indication for treatment.

Methods A cohort study was performed from 1 January 2015 to 31 March 2023 using linked primary and secondary care data from
the Clinical Practice Research Datalink (CPRD). Patients without a history of HF and who were not prescribed an SGLT2i or
MRA were followed up for 12 months following a community-measured NT-proBNP > 400 pg/mL. The primary outcome
was a composite of a HF hospitalization as the first recorded HF diagnostic event or death from any cause in patients without
a documented HF diagnosis during follow-up and who did not undergo echocardiography. The effect of the initiation of
treatment with an SGLT2i, MRA, or both (effective treatments for HF regardless of ejection fraction) was modelled at
the time of NT-proBNP measurement in patients with a pre-existing non-HF-related indication for these drugs (Type 2
diabetes, chronic kidney disease, or resistant hypertension) using treatment effect estimates from meta-analyses of rando-
mized placebo-controlled trials in patients with established HF.
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12 months, 15 398 (64%) as an outpatient and 8684 (36%) during a HF hospitalization. If both an SGLT2i and MRA were

commenced at the measurement of an elevated NT-proBNP in those with a pre-existing non-HF-related indication, we es-
timated that for every 1000 patients treated, 84 would avoid either a HF hospitalization or death at 12 months, equatingtoa
number needed to treat of 12 (95% confidence interval 11-14).
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Contraindications and cautions

*Do not prescribe finerenone to people with:
*An eGFR of less than 25 mL/min/1.73m-.
*Serum potassium level greater than 5.0 mmol/L.
*Severe hepatic impairment.

Finerenone is recommended as an option for treating stage 3 and 4 chronic kidney disease (with albuminuria) associated with type 2
Serum potassium and estimated glomerular filtration rate (eGFR) have to be measured to determine if finerenone treatment can be in
and to determine the starting dose.

*If serum potassium < 4.8 mmol/L, finerenone treatment can be initiated.
*If serum potassium > 4.8 to 5.0 mmol/L, initiation of finerenone treatment may be considered with additional serum potassium

*monitoring within the first 4 weeks, based on the person’s comorbidities and subsequent serum potassium levels.

*If serum potassium > 5.0 mmol/L, finerenone treatment should not be initiated.
«Additionally, finerenone can only be initiated if the person has an estimated glomerular filtration rate (eGFR) of 25 ml/min/1.73 m? or

*If the person's eGFR is between 25 and 60 ml/min/1.73 m? the starting dose should be 10 mg finerenone.
*In people who have an eGFR > 60 ml/min/1.73 m? the starting dose should be 20 mg finerenone.
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» HFpEF

 Better quality of life
» More exercise tolerability

e Studies ongoin :
9019 Increase in Heart rate,

?signal towards more events

Consideration for renal
function




Decongestion
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Important to treat
symptoms

Once offloaded,
maintenance dose of
diuretics should be sought

Renal function may
Improve with offloading

Fluid restriction: not
routinely



Management of patients with AKI or worsening renal function who are receiving RAAS inhibitor.
Imperial College Healthcare

Patient established on RAAS blocker presenting unwell with AKI/WRF

Primary presenting problem

v

v A 4

dose
* |f using infusion require bolus first

Fluid overload Hypotension Infection
(ensure is decompensated (as compared with Treatwith
heart failure) usual BP) and/or antibiotics as per
hypovolaemia local guidelines
y A A
All decompensated heart failure: * Stop RAAS blocker if not for prognostic
* Decongestion with diuretics benefit
* Often need high dose IV loop diuretic - at least double usual oral * May need IV fluids with careful and

repeated clinical and biochemical review
* May temporarily reduce or withhold RAAS

HFrEF
Consider reducing or withholding
RAAS blocker only if:
* symptomatic hypotension
* moderate-severe hyperkalaemia
* or progressive WRF*

* Mayneed combination with thiazide and MRA blocker even if for prognostic benefit e.g. if
symptomatic hypotension despite volume
, correction, moderate-severe
HFpEF hyperkalaemia or progressive WRF*

Stop ACEi/ARB - no
prognostic benefit
MRA may offer
symptomatic benefit

Andrew L Clark et al. Heart 2019;105:904-910

Copyright © BMJ Publishing Group Ltd & British Cardiovascular Society. All rights reserved.
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A fall in eGFR (and rise in creatinine) is very common after initiation of RAAS inhibitors but usually
stabilises.

A progressive fall in GFR on RAAS inhibition suggests primary renal disease, including extrarenal and
Intrarenal vascular disease.

*For patients with HFrEF, the benefit of RAAS inhibitors is greater in patients with worsening renal
function during RAAS inhibition despite their worse prognosis relative to those with no decline.

A moderate, asymptomatic decline in renal function is not an indication to stop RAAS inhibitors.



Sodium Zirconium Cyclosilicate

CENTRAL ILLUSTRATION: Key Findings

Objectives: To Evaluate the Effects of Sodium Zirconium Cyclosilicate (SZC) in Optimizing Use of
Spironclactone Among Participants With HFrEF and Hyperkalemia

Primary Endpoint: Occurrence of Optimal Time to First (A) Hyperkalemia and (B) Spironclactone
Treatment Response* A Decrease/Discontinuation Due to Hyperkalemia
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Kosiborod MN, et al. JACC. 2025;85(10):971-984.
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 Early rapid optimization (within 6 weeks, blood tests in ambulatory
patients or with district nurses)

« Admission avoidance: weight increase, worsening renal function
« Hospital at home model, IV diuresis at home

* Frailty



GIRFT: to the rescue with advice and guidance
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Cardiology 'Advice and Guidance (A&G) Toolkit and

Templates

Cardiology: Specialty 'Advice and Guidance (A&G) Toolkit

This toolkit provides tips on making optimal use of Advice and Guidance (A&G) and template responses that can be adapted for clinicians to use when

responding to A&G requests.

Advice and Guidance, also known as Specialist Advice Services, is a key aspect of outpatient services. A&G can support GPs to provide optimum cardiology
support to patients closer to home, aided by guidance from specialist cardiology teams.

€ 1. Read the A&G Toolkit

This toolkit provides more information on
Advice & Guidance, including:

« Key tips for using the templates.
« Aconcise overview of medico-legal

a Download the templates

You will need to save the templates locally so
you can edit them. There are three options for
downloading the templates.

Option 1 - Download all the response
in a single word

coverage and clinical

« Best practice in structuring A&G
responses, which we reflect in the colour
coding of our templates.

W

7‘. = 0

Click here to download a word document with
all the response templates

Option 2 - A folder with each response
template in a separate document.

« Click here to download all the templates as
separate documents.

Open the downloaded file and copy or
extract the contents into your local folder.

Option 3 - Select individual templates from
the list below.

a{t 3. Adapt and edit the

% templates

The key tips for using the templates are:

1. Personalise responses to be specific and
targeted to the patient and the query.

~

Be concise and highlight actions at the
top, frontload the most important
information.

©

Adapt the templates with any local
processes or requirements, for example
referral proformas.

Sortby Select> hd

» Cardiology ‘Advice and Guidance..

earch

&15 more

Mon 16 Mar 16:43

Details




Heart failure with preserved ejection fraction
Dear [Dr 1,
Advice and guidance response pertaining to [Patient name].

Heart Failure (HF) is a clinical syndrome based on symptoms and signs in conjunction with an elevated
NT-proBNP and is classified depending on left ventricular ejection fraction (LVEF) measurements. A
normal NT-proBNP makes a diagnosis of heart failure very unlikely.

HF with preserved EF, HFpEF accounts for the majority of all HF diagnosis and is particularly
associated with an older and multimorbid population. With age, hypertension, diabetes, coronary artery
disease, obesity, the heart tends to get stiffer. It pumps adequately but struggles to fill up (diastolic
dysfunction) and manages to do so under great pressure. The ventricle becomes increasingly
dependent on left atrial contraction to fill. This contributes to left atrial dilatation which in turns favours
atrial fibrillation.

HFpEF is defined as HF with EF of 2 50%. This is normal seen in combination with a structural and/or
functional change

Treatment of HF with preserved EF (LVEF 50% or more):

* |Ifclinically fluid overloaded, add a loop diuretic for symp ic relief.

« Treat comorbidities: optimal diabetes control, optimal BP control, weight loss, exercise, AF rate
control (and ideration of anti lation for AF, see page 34), sleep apnoea.

¢ Consider SGLT2 inhibitor.

* Consider MRA especially if right sided features/fluid overload.

* Often co-exists with frailty - consider an MDT approach to management including community
services.

Advice on the g for all patie with heart failure including lifestyle advice can be
found on the accompanying pre-referral heart failure guide (link to be added when published).

Consider emergency admission or same-day discussion with on-call cardiology team for patients
with heart failure when:

. dysp at rest especially if evidence of acute pull y oed (widespread
crephalions) with iated h tysis/frothy pink sp

¢ Patients with ongoing cardiac chest paun signs of hypoperfuslon (cool clammy skin, cyanosis,
pallor), comp from syncope, brady or tachy in their own right.

Refer to Heart Failure Clinic (note: local pathways/echo access may vary):
« New patient with NT-proBNP > 2000 pg/ml should be referred to a rapid access clinic and have
an echo within 2 weeks and a specialist review.
* New patients with NT-proBNP 400-2000 pg/ml — echo and review within six weeks.
* Worsening HF in a patient with a known diagnosis despite optimal GDMT.

Seek A&G directed toward the HF team rather than clinic review when:

* Patients with an established diagnosis of HF with new deterioration of symp or are hing
end of life.

* Patients who cannot attend hospital appointments (e.g. some care home patient)

* Patients with severe competing comorbidities in whom treatment of HF is unlikely to improve
quality of life.

* NT-proBNP < 400 pg/ml with persistent symptoms where heart failure is still suspected despite
the low likelihood.

« Electrolyte disturbances and renal function management (see hyperkalaemia template for more
information).

* Low BP (see management of hypotension template for more information).

Management of hypotension with heart failure
Dear [Dr ],

Advice and guidance response regarding [Patient name]

General information:

Hypotension both symptomatic and asymptomatic can present challenges to clinicians caring for
ambulatory chronic heart failure patients but it is advisable to continue the guideline directed medical
therapies (GDMT) where safe to do so.

An individualised approach should be taken for people living with heart failure and co-morbid frailty and
falls, when the benefits and side effects of ALL medications should be carefully considered. In general,
where possible, small doses of all 4 pillars of GDMT is optimal although the patient should be counselled
for risks and this should be reviewed regularly. For heart failure with reduced EF s40% or mildly reduced
<49% this is likely to consist of the four pillars of HF management namely betablockers, ACE/ARB or
ARNI, MRA, SGLT2j; for heart failure with preserved EF 250% this is likely to consist of SGLT2i and
MRA. Where medications have been temporarily suspended in the setting of acute illness, plans or
criteria should be put in place for restarting when possible.

If asymptomatic - continue irrespective of BP
For symptomatic patients with hypotension and HF:

e Check for volume depletion and encourage normal fluid intake without restrictions.

¢ Inclinically euvolaemic patients or volume depleted patients consider reducing loop or thiazide
diuretics. Patients should be advised to monitor for symptoms of congestion how to report them.
If they are known to the community heart failure team they should be advised to make contact.

* Consideration should be given to adjusting timing of medications so that doses of blood pressure
reducing medications can be spaced out across the day.

* Maintaining small doses of all 4 pillars of GDMT is beneficial in HFrEF, down titration of one or
more pillars may enable all 4 classes of medications to continue at low doses.

« For patients on an ARNI (sacubitril valsartan), consider switching back to ACE/ARB. Please note
a 36-hour washout period is required for patients switching between ACE Inhibitor and
sacubitril valsartan.

« Review any antianginal medication and in particular consider stopping oral nitrates if stable
angina symptoms.

« Review/discontinue other medication potentially causing hypotension e.g. alpha blockers.

« Please inform heart failure nurse specialist teams if the patient is being actively managed by the
service and GDMT or diuretics are being amended.

When to refer:

« If ongoing symptoms despite the above r ges, refer for further advice. Contact the heart
failure specialist team in the first instance if the patient is already known to them.

* Patients with tachyarrhythmia who are not tolerating beta-blockers due to hypotension.

o Patients with known moderate to severe aortic stenosis who might be candidates for aortic
valve intervention.

« Down titration of heart failure medications due to tolerability issues is associated with poorer
outcomes. In patients who are clearly not candidates for advanced heart failure management
strategies consideration should be given as to whether the patient may be approaching end of life
and may need to change treatment focus to symptom control, with integration of palliative care
services.

Links to relevant national guidance, local guidelines and pathways:
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Coding isn't optional - it is life saving
HEART FAILURE SNOMED CODES:
HFrEF: 703272007 AND LVSD: 407596008 always list BOTH

HFmrEF: 788950000
HFpEF: 446221000



