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has convincingly shown benefit for any
drug class, but symptomatic relief can
be obtained by judicious use of diuretics,
ACE inhibitors, and perhaps beta-
blockers if the heart rate is fast.
Treatment of comorbidities such as
hypertension, obesity, diabetes and
atrial fibrillation is also vital. 

Device therapy
Device therapy, with cardiac
resynchronisation pacemakers and/or
implantable cardioverter defibrillators, is
increasingly used for patients with
chronic heart failure, particularly if they
have low ejection fractions (30-35% or
below) and/or left bundle branch block
on their ECG. NICE is due to issue
updated recommendations on the
indications for this therapy in 2013,
which will clarify which patient
characteristics should lead to
consideration of this therapy. Each
healthcare community should have a
clear route for referral, usually involving
patients who have been admitted to
hospital at some point, or who remain
symptomatic despite best drug therapy.

Rehabilitation
GPs should make sure that patients have
been referred to a rehabilitation
programme – something that is now
enshrined in the NICE quality standard
for heart failure, see table 1, left.5 This
standard has 13 quality statements that
are intended to guide commissioners
regarding what are the key markers of
high quality, cost-effective care.

Additionally, NICE recommends
annual vaccination against influenza,
and a one-off vaccination against
pneumococcal disease.

FOLLOW-UP 
All patients with heart failure require
monitoring. This can be done in primary
care and/or secondary care but it is vital
that it is carried out. The frequency of
monitoring will depend on the clinical
status and stability of the patient. The
monitoring interval should be short
(days to two weeks) if the clinical
condition or medication has changed,
but it is required at least six-monthly for
stable patients. Monitoring should
include:
•Clinical assessment of functional
capacity, fluid status, cardiac rhythm and
rate (minimum of examining the pulse),
cognitive status and nutritional status
•A review of medication, including the
need for changes, and possible side effects
•Serum urea, electrolytes, creatinine
and estimated glomerular filtration rate 

More detailed monitoring will be

Table 1

NICE quality standard for chronic heart failure 

1 People presenting in primary care with suspected heart failure and previous
myocardial infarction (MI) are referred urgently, to have specialist assessment
including echocardiography within two weeks.

2 People presenting in primary care with suspected heart failure without previous
MI have their serum natriuretic peptides measured.

3 People referred for specialist assessment including echocardiography, either
because of suspected heart failure and previous MI or suspected heart failure and
high serum natriuretic peptide levels, are seen by a specialist and have an
echocardiogram within two weeks of referral.

4 People referred for specialist assessment including echocardiography because
of suspected heart failure and intermediate serum natriuretic peptide levels are
seen by a specialist and have an echocardiogram within six weeks of referral.

5 People with chronic heart failure are offered personalised information, education,
support and opportunities for discussion throughout their care to help them
understand their condition and be involved in its management, if they wish.

6 People with chronic heart failure are cared for by a multidisciplinary heart failure
team led by a specialist and consisting of professionals with appropriate
competencies from primary and secondary care, and are given a single point of
contact for the team.

7 People with chronic heart failure due to left ventricular systolic dysfunction are
offered ACE inhibitors (or angiotensin II receptor antagonists licensed for heart
failure if there are intolerable side effects with ACE inhibitors) and beta-blockers
licensed for heart failure, which are gradually increased up to the optimal tolerated
or target dose with monitoring after each increase.

8 People with stable chronic heart failure and no precluding condition or device are
offered a supervised group exercise-based cardiac rehabilitation programme that
includes education and psychological support.

9 People with stable chronic heart failure receive a clinical assessment at least
every six months, including a review of medication and measurement of renal
function.

10 People admitted to hospital because of heart failure have a personalised
management plan that is shared with them, their carer(s) and their GP.

11 People admitted to hospital because of heart failure receive input to their
management plan from a multidisciplinary heart failure team.

12 People admitted to hospital because of heart failure are discharged only when
stable and receive a clinical assessment from a member of the multidisciplinary
heart failure team within two weeks of discharge.

13 People with moderate to severe chronic heart failure, and their carer(s), have
access to a specialist in heart failure and a palliative care service.

heart failure (P=0.014), with the benefit
larger in those with a higher resting heart
rate at the time of starting therapy. As
discussed below, assessing the heart
rhythm and rate is an important part of
the clinical assessment of a patient with
heart failure – if the rhythm is sinus but
the rate is ≥ 75 beats per minute, therapy

needs to be optimised – perhaps by
increasing the beta-blocker dose if
possible, or by the addition of ivabradine.

For patients with heart failure, no
significant valve disease, and normal
systolic function (previously termed
diastolic heart failure) the treatment
options remain disappointing. No trial




