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Figure 3

Algorithm for the treatment of heart failure 

technology appraisals from NICE.4,5

This device guidance is looking
increasingly dated, and is likely to be
reviewed by NICE within the next two
years. It is, however, useful to have
such therapies on the algorithm, at
least to act as a reminder that they
may have a role to play. 

Guidelines are always a hostage to
timing, and the publication of the
results from SHIFT (ivabradine) in
August (see clinical reviews, p7), and
EMPHASIS (eplerenone) expected in
November changes the evidence
base, but does not invalidate the
recommendations as they stand.
Clinicians will have to integrate new
evidence into the algorithm, and
undoubtedly updates of international
guidelines will occur in the near future

that can take account of this new
evidence. 

MONITORING
The 2003 guideline made important
recommendations on the need for
periodic review of patients with heart
failure, and the update does likewise.
Monitoring should include a clinical
assessment, medication review, and a
check of renal function as a minimum.
Such a review should take place at
least six monthly but may have to be
much more frequent if there is a change
in drug prescription or clinical status. 

A new recommendation in the 2010
guidance is that when a patient is
admitted to hospital because of heart
failure, a specialist should provide
advice on the management plan. »

Hospitalisation is a very useful
opportunity to fine tune therapies,
educate patients and their families,
and to review other possible treatment
options, or the need for increased
palliation of symptoms. 

DISCHARGE PLANNING
As in the previous guideline, problems
around the time of hospital discharge
are flagged up, with reiteration of the
previous recommendation that
patients should generally only be
discharged when their condition is
stable and the management plan is
optimised. The timing of discharge
should take into account patients’ and
carers’ wishes, and the level of care
and support that can be provided in
the community.
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Offer ACE inhibitors and
beta-blockers licensed 
for HF as first-line treatment

Consider an ARB if
patient cannot
tolerate ACE inhibitors

If symptoms persist despite optimal first-line advice and for
second-line treatment consider adding:
• an aldosterone antagonist licensed for HF (especially in
moderate to severe HF or MI in past month) or
• an ARB licensed for HF (especially in mild to moderate HF)
or
• hydralazine in combination with nitrate (especially in patients
of African or Caribbean origin with moderate to severe HF)

If symptoms persist consider: 
• cardiac resynchronisation therapy (pacing with or without a
defibrillator)
• digoxin
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Consider hydralazine in
combination with nitrate if
patient intolerant of ACE
inhibitors and ARBs

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




