
SPECIAL REPORT
HEART FAILURE

for other investigations. Access to BNP
or NTproBNP testing will, therefore,
have to be provided for all GPs.

TREATMENT 
For patients with systolic heart failure
(‘low EF’ heart failure), ACE inhibitors
and beta-blockers are still
recommended as first-line therapies
(see figure 3, opposite). Angiotensin
receptor blockers (ARBs) should be
considered only if ACE inhibitors are
not tolerated.

Importantly, if the patient is still
symptomatic despite such therapy, a
more specialist assessment is advised,
with consideration of the addition of
either an ARB (such as candesartan),
aldosterone antagonist, or a
combination of a nitrate and
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Figure 2 

Algorithm for the diagnosis of heart failure 

hydralazine. Such additions are likely
to require more frequent monitoring. 

Underutilisation of beta-blockade is
tackled by three firm recommendations:
• Older adults, and patients with
peripheral vascular disease, erectile
dysfunction, diabetes mellitus,
interstitial pulmonary disease and
COPD without reversibility are
specifically mentioned as those who
should be considered for such therapy 
• A start low, go slow approach is
recommended, with clinical review
after each titration
• NICE also recommends switching
stable patients already taking a beta-
blocker for another reason, e.g.
atenolol for angina or hypertension, to
a beta-blocker licensed for heart
failure i.e. carvedilol, bisoprolol,

metoprolol or nebivolol.
There are few new data on how best

to manage heart failure due to
preserved systolic function (previously
termed ‘diastolic heart failure’). The
guideline suggests managing comorbid
conditions such as high blood pressure,
ischaemic heart disease and diabetes
mellitus, and notes that such patients
will usually be managed with a low to
medium dose of loop diuretic. 

Importantly, a subset of patients
with symptoms despite ACE inhibitors
and beta-blockers, and with a broad
QRS complex on the ECG should be
considered for cardiac resynchronisation
therapy (CRT). An implantable
defibrillator should be considered for
those at high risk of sudden death,
with reference to the relevant

Past history of MI No history of MI

Within 2 weeks
Within 2 weeks

Within 6 weeks

High levels: BNP>400 pg/ml
(116 pmol/L) or NTproBNP 
>2,000 pg/ml (236 pmol/L)

Raised levels: BNP 100-400 pg/ml
(29-116 pmol/L) or 
NTproBNP 400-2,000 pg/ml 
(47-236 pmol/L)

Normal levels:
BNP <100pg/ml
(29 pmol/L) or
NTproBNP 
<400pg/ml 
(47 pmol/L)

Raised levels

Consider measuring
serum natriuretic
peptides if levels 
are not known

Investigate 
other diagnoses

Measure serum natriuretic
peptide levels

Heart failure unlikely,
other diagnosis

Heart failure with preserved 
ejection fraction

Heart failure due to 
left ventricular 
systolic dysfunction

Other cardiac
abnormality

Assess severity, aetiology, precipitating factors,
type of cardiac dysfunction, correctable causes

No clear 
abnormalityAbnormality

consistent 
with heart failure

Specialist assessment and 
Doppler echocardiography

Take a full history and carry out a clinical examination

Adapted from NICE CG108. Management of chronic heart failure in adults in primary and secondary care1




