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for patients with HF is intravenous iron
supplementation. Iron deficiency, with or
without anaemia, is present in up to 50%
of HF patients. Oral iron therapy tends to
be poorly tolerated. However, several
small studies have suggested
improvements in symptoms, exercise
capacity and quality of life with
intravenous iron given to HF patients
(irrespective of renal function), which
tends to be better tolerated.12 Several
large outcome trials are taking place
worldwide, including the IRONMAN
study in the UK (NCT02642562), which
will provide evidence as to whether
intravenous iron replacement is
beneficial.

MONITORING AND FOLLOW-UP
Beyond pharmacological and device
treatments, the mainstay of care of
chronic HF patients is long-term 
follow-up in order to identify potential
decompensations at an early stage.
Many units now have HF specialist
nurses who work in conjunction with
cardiologists and GPs to adjust and
uptitrate treatments, provide advice and
support to patients and a link to help 
coordinate care. The benefits of HF
specialist nurses have been shown in
clinical trials. 

There is also increasing evidence that
cardiac rehabilitation, more commonly
offered to patients following myocardial
infarction, may also be of benefit in HF.13
Current recommendations from NICE
are that HF patients should be offered a
‘personalised, exercise-based cardiac
rehabilitation programme,’ assuming
their condition is stable. This programme
should also include a psychological and
education component, and may be
provided at the hospital, in the
community or at home. Depression is
common in HF patients (up to 40%) and
is associated with poor prognosis.14
Standard depression screening tools
can be used in HF patients. Selective
serotonin reuptake inhibitors are
generally safe in HF patients, though
randomised placebo-controlled trials of
sertraline and escitalopram did not show
any significant reduction in symptoms of
depression. Tricyclic antidepressants
should be avoided due to the risks of
worsening HF and arrhythmia.   

HF patients require regular monitoring
dependent on symptoms and disease
course. In the early phase after diagnosis,
or after a decompensation, patients may
require review every 1-2 weeks in order
to uptitrate medications, assess clinical
response and monitor for side effects
such as hypotension, hyperkalaemia and
renal impairment. In the more stable,

chronic phase, NICE recommends that
patients will still require monitoring
every six months, which may be in the
primary or secondary care setting, to
ensure that they are still on appropriate
therapy and do not require any
adjustments. Lifestyle advice is also
important, with support for smoking
cessation and addressing alcohol
misuse, as well as dietary advice.
Vaccination for influenza and
pneumococcus should also be offered. 

As a minimum during review,
monitoring of blood pressure and renal
function as well as assessment of
symptoms should be carried out.
Changes to HF therapies may be made
due to intercurrent illness, for example
acute kidney injury or gastrointestinal
illness leading to reduction or cessation
of ACEI/ARBs; it is important that
following this, if appropriate, 
HF therapies are reinstated. Although
there is increasing recognition of acute
kidney injury, the prognostic importance
of HF medications cannot be
understated, and we would recommend
that these drugs are not stopped, even
for a short time, unless absolutely
necessary, and potentially after
discussion with a specialist. The British
Society for Heart Failure recently
published useful guidance on sick day
rules (www.bsh.org.uk/files/download.
php?m=documents&f=160323110309-
Acutekidneyinjuryandsickdayrules.docx).

CONCLUSION
HF is increasingly prevalent, and despite the
multitude of new treatments available,
HF patients remain at substantial risk of
mortality and morbidity if not optimally
treated. Key to this is multidisciplinary
teamwork including the GP and the HF
specialist in order to optimise patient
outcomes.
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Although patients can present with non-specific
symptoms and minimal clinical signs, generally, in the
community, patients with heart failure (HF) present with
symptoms of dyspnoea or fluid retention. In order to
confirm (or refute) the diagnosis, NICE recommends
natriuretic peptide testing (ideally N-terminal pro B-type
natriuretic peptide; NT-proBNP) in all patients with
suspected HF. An NT-proBNP level > 2,000 ng/L is highly
suggestive of HF and NICE recommends echocardiography
and specialist review within 2 weeks. Conversely, an NT-
proBNP level < 400 ng/L suggests that a diagnosis of HF
is unlikely. Patients with an NT-proBNP of 400-2,000 ng/L
should have echocardiography and specialist assessment
within 6 weeks.

As well as echocardiography, an ECG should also be 
performed at baseline. Other basic tests such as chest X-ray,
full blood count, renal, liver and thyroid function, lipids and
glycosylated haemoglobin should also be carried out.
Those with asymptomatic left ventricular dysfunction are
also at risk of developing symptomatic HF and should be
treated in a similar manner to symptomatic patients. 

Heart failure with preserved ejection fraction (HFpEF) 
patients typically have risk factors such as hypertension,
diabetes or obesity. The diagnosis of HFpEF is confirmed
by clinical symptoms and signs of HF in conjunction with
elevated natriuretic peptides and, importantly, the
presence of echocardiographic structural abnormalities
such as left ventricular hypertrophy or left atrial dilatation.

The cornerstone of pharmacological treatment for
heart failure with reduced ejection fraction (HFrEF)
involves initiation of renin-angiotensin aldosterone
blockade with ACEI or ARB, and beta-blockers, with the
addition of mineralocorticoid receptor antagonists if
patients remain symptomatic with a reduced ejection
fraction. The PARADIGM-HF randomised controlled trial
provided overwhelming evidence of a substantial
mortality benefit of the angiotensin-neprilysin inhibitor
(ARNI) sacubitril/valsartan over the ACEI enalapril. 
In contrast with HFrEF there are very few evidence-based
drug therapies for HFpEF. The main therapeutic approach
for patients with HFpEF involves symptom control and
relief of congestion with loop diuretics, and treatment of
comorbidities such as hypertension and atrial fibrillation.  

In appropriate patients with HFrEF who continue to 
have reduced ejection fraction after maximal uptitration of
HF therapy, implantable cardioverter-defibrillators  may 
be considered for primary prevention of sudden cardiac
death. Additionally, in those patients with left bundle
branch block and a broad QRS duration (typically above
120 ms), specialists may consider implantation of a cardiac
resynchronisation therapy device. 

HF patients should be offered a personalised, exercise-
based cardiac rehabilitation programme, assuming their
condition is stable. This programme should also include a
psychological and education component.


