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antagonist), monitoring their clinical
status, identifying who needs surgical
intervention or device therapy, and
thereby optimising their quality and
length of life. 

The GP is key to this process – acting
as the patient’s advocate for timely
diagnosis, making sure drug therapy is
introduced and optimised, monitoring
the patient’s condition, and identifying
when the plan needs to be modified.
With access to good diagnosis and
good treatment the prognosis of this
condition has improved remarkably in
the past 20 years but without such
modern therapy the syndrome can still
be a death sentence. 
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required if the patient has significant
comorbidity or if their condition has
deteriorated since previous review. 
This is particularly relevant for elderly
patients on multiple medications, in
whom renal function can deteriorate
markedly in response to intercurrent
infection or diarrhoea/vomiting.

NICE also recommends that if
patients wish to be involved in
monitoring of their condition, they
should be provided with sufficient
education and support to do this, with
clear guidelines as to what to do in the
event of deterioration.

A multidisciplinary team approach to
heart failure is recommended by NICE,
with an integrated approach across the
healthcare community in primary and
secondary care. Heart failure nurse
specialists are an integral part of this
team, although it is usually led by a
hospital-based cardiologist. Such a team
approach can ensure appropriate
monitoring takes place, and can identify
when patients should be seen by a
physician with more expertise in heart
failure, for example, when symptoms are
severe or not responding to therapy, or
when the heart failure can no longer be
managed effectively in the home setting.

The high-risk period for any patient is
after discharge from hospital, and good
communication between the patient,
carers, and all healthcare professionals is
essential. Discharge should only occur
once the patient has stabilised, with the
primary care team aware of the
management plan, and with clear
instructions to the patient and family
about how to access advice. 

Thankfully, recognition of the palliative
care and end of life needs of patients
with heart failure is now widespread.
Hospices are increasingly willing to play
a role, and access to good palliative care
services is vital for patients and their
families. The GP has a key role to play in
this aspect of care. 

CONCLUSIONS
In 2012, any patient with suspected heart
failure should have the diagnosis
confirmed or refuted rapidly, with
onward referral for echocardiography
and specialist assessment. GP access to
BNP/NTproBNP testing is key to doing
this effectively. Once the causes of the
heart failure are clear, a management
plan needs to be put in place and
enacted promptly. This will usually
involve a multidisciplinary team, working
with the patient and family to educate
them about the condition, starting and
uptitrating key drugs (an ACE inhibitor,
beta-blocker and aldosterone
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The typical presentation of heart failure in primary care 
is insidious, with progressive breathlessness on exertion,
ankle swelling, orthopnoea or paroxysmal nocturnal
dyspnoea. Not all patients will have all these symptoms,
and in many patients there may be other causes.

If a GP suspects heart failure, then the key blood test is  
B-type natriuretic peptide (BNP). If the BNP is normal then
heart failure is unlikely and other diagnoses should be
considered. If it is raised, or if there is a past history of
myocardial infarction, the patient requires further
assessment, which must include echocardiography and a
specialist assessment. The underlying cardiac abnormality
should be identified. An ECG is often very useful and if it is
completely normal it makes heart failure less likely.

Both the NICE and the ESC guidance emphasise the  
importance of lifestyle management (regular appropriate
exercise, avoiding excessive salt and alcohol consumption).
ACE inhibitors (or angiotensin receptor blockers) and
beta-blockers licensed for heart failure (carvedilol,
bisoprolol, nebivolol) remain the mainstay of treatment 
in addition to as small a dose of diuretic as possible to
control any fluid retention. Aldosterone antagonism is
recommended by the 2012 ESC guidance for all patients
who remain symptomatic despite an ACE inhibitor and
beta-blocker. If the rhythm is sinus but the heart 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. 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.

All patients with heart failure require monitoring. 
This should include: clinical assessment of functional
capacity, fluid status, cardiac rhythm and rate, cognitive
status and nutritional status; a review of medication, 
and serum urea, electrolytes, creatinine and estimated
glomerular filtration rate. 

The high-risk period for any patient is after discharge 
from hospital, and good communication between the
patient, carers, and all healthcare professionals is essential.
Discharge should only occur once the patient has stabilised,
with the primary care team aware of the management
plan, and with clear instructions to the patient and family
about how to access advice. We welcome your feedback
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