Heart Failure protocol 

These guidelines apply to those with reduced LV ejection fraction or LV systolic dysfunction. In patients with preserved ejection fraction, >50%,or diastolic heart failure, the evidence base for treatment remains unclear. 

Risk factors

Age > 65, IHD, HT, AF, valvular heart disease, renal failure, anaemia, thyrotoxicosis, myocarditis and cardiomyopathy.

Investigations

FBC, Cr&Es, TSHs, ALT, fasting blood sugar and lipid profile.

ECG (up to 90% will have an abnormal ECG)

CXR and ECHO
Echo is the gold standard investigation; confirming the diagnosis, grading the severity, defining the prognosis and identifying underlying valvular disorders or ventricular aneurysm. 
B-natriuretic peptide level is useful in those patients whom you think heart failure to be unlikely. In this cohort, if the B-np is normal then heart failure is very unlikely. If elevated the patients need referral for an echo (remember CKD, diabetes, copd and liver disease can also raise B-np and that B-np levels are reduced by heart failure treatment such as ACE, diuretics and betablockers)

NICE suggests using level of B-np to determine degree urgency of referral for echo (NICE suggest if level>400 then they should be assessed by ECHO within 2 weeks). This may only be necessary where there may be a significant delay in echo being performed.
Ensure they have the ‘ccf’ G580 Read code once the diagnosis has been confirmed with Echo and promote to the Summary Page.

The annual medication review should ensure they have had a NYHA classification, BMI, smoking status/cessation advice, alcohol intake, BP, Cr&Es, fasting lipids (cholesterol & LDL), fasting blood sugar etc within the last 12 months.
New York Heart Association Classification 

Classification is important as it defines prognosis and optimal treatment – it must be recoded in all cases using the specified Read code 662F,G,H,I.

Grade
Read
Symptoms




Mortality at 12 months

I
662F
No limitation of normal activity



II
662G
Some limitation of normal activity

15%

III
662H
Severe limitation of normal activity

30%

IV
662I
SOB at rest




60%

Indications for referral

· Valvular heart disease

· NYHA class 3

· Potential for device therapy ( LBBB/ prolonged QRS and ejection fraction <35%)

· Aetiology uncertain

· Arrhythmia

· Women planning pregnancy

· Severe renal impairment creatinine >250

· Suspected cardiomyopathy/ FH of sudden cardiac death

Treatment

Prognosis improvement 
· First line (most effective) treatment; both ACE inhibitors and, Betablockers; titrated to maximal tolerated doses.

· Second line (effective) treatment; Spironolactone, ARB, cardiac resynchronisation and where appropriate IHD secondary prevention.

All patients should be considered for ACE inhibitors as they decrease infarction rates, decrease hospital admission and reduce mortality between 20 to 30% over 5 years (AIRE, SOLVD and SAVE trials).

CI and relative CI to ACE = CR > 150, K > 5.5, angioedema, renal artery stenosis, significant aortic stenosis (refer in these situations).


Starting regime for Primary Care derived from the  HOPE study regime and BNF guidelines

If U&Es pre treatment reveal a creatinine < 150 micromol/l and a sodium >130 mmol/l then 2.5 mg Ramipril daily (1.25mg if on concomitant diuretics) for one week with check U&Es and an increase to 5.0 mg Ramipril for a further three weeks. Re-check U&Es 1 week after each dose increment and attempt to up titrate all patients to the 10mg dose. Thereafter repeat U&Es on an annual basis.

If they are unable to tolerate ACE inhibitors try an ARB e.g. Candesartan (CHARM study showed that they reduce mortality in patients unable to tolerate ACE inhibitors).

Candesartan may also be used in addition to ACE in patients with severe HF( NYHA 3 and 4) who continue to be symptomatic. Recent evidence suggests that Candesartan may have benefits over other ARB licensed for HF (currently Losartan).
· In addition to normal treatment NYHA grade I, II and III should have a trial of a betablocker e.g. bisoprolol (CAPRICORN STUDY – Grade 1, Merit-HF trial – Grades II and III) as this decreases mortality and hospital admissions.

This should include patients with COPD, PVD, diabetes and ED.
This should be a slow up-titration with regular review - consider referral to the PCT Heart Failure Nurse Practitioner.

Week


1
2
3
5
8
12

Bisoprolol (mg)
1.25
2.5 
3.75
5.0
7.5
10 

NB Consider back dose titration if the patient develops symptomatic hypotension, asymptomatic systolic BP < 90mmHg, bradycardia < 50bpm or respiratory symptoms.

· In addition to normal treatment NYHA grade III and IV should have low dose spironolactone (25 or 50mg – with U&Es checked at 1 week, 4 weeks and then six monthly) as it reduces morbidity and mortality (RALES trial). 

· In addition to normal treatment NYHA grade III and IV with QRS prolongation should be considered for cardiac resynchronisation (CARE-HF trial).
· Hydralazine in combination with nitrate may be used in addition or instead of standard therapy in those with mod/severe HF with persistent symptoms and in people of African or Caribbean origin.
· Patients with acute MI & LVD benefit  from Elplerenone (an aldosterone antagonist) post MI, so you may see some patients discharged on this.

· Always consider digoxin in patients with AF and CCF as it improves symptoms and reduces hospitalisations BUT does not reduce mortality. It can also be used in patients in sinus rhythm who are still symptomatic despite loop diuretics, ACE inhibitors and betablockers.
· Annual flu vaccination irrespective of age and Pneumovax.  

Symptom relief – loop diuretics, digoxin, oramorphine, s.l. lorazepam etc. 
Diuretics are used to reduce fluid overload (oedema and pulmonary congestion) and may be reduced/stopped once on established HF treatment.
Tips for increasing furosemide doses

40mg 




to
80 mg mane

80mg 




to 
80mg mane & 40mg at lunchtime

80mg mane & 40mg at lunchtime
to
80mg mane and 80mg at lunchtime

Co-prescribing 

Try to avoid NSAIDs, COX II inhibitors, Diltiazem, Tricyclics, Corticosteroids and effervescent preparations e.g. eff Solpadol, as these have a high sodium content.

Annual medication re-authorisation 

At annual medication review you should ensure they have had:

· Updated NYHA classification

· BMI

· Smoking status/cessation advice

· Alcohol intake and advice

· BP

· Bloods as per table below within the last 12 months.
Table to show investigations and actions at annual HF review 

	
	HF +/-CKD +/- HT
	HF + HYPO T4
	HF + IHD/CVA/TIA
	HF + ASTHMA 
	HF + COPD

	Creat + electrolytes
	☺
	☺
	☺
	☺
	☺

	FBS
	☺
	☺
	☺
	☺
	☺

	FLP
	*
	*
	☺
	*
	*

	FBC
	**
	
	
	
	

	ALT
	***
	***
	***
	***
	***

	ACR
	☺
	
	
	
	

	TSH
	
	☺
	
	
	

	PN Clinical review to do or arrange
	☺
	☺
	☺Xtime
	☺Xtime
	☺Xtime


* 
FLP only if not already on statin 
** 
FBC only if e-GFR < 45
***
ALT only if started statin within last one year 

Please see diabetes protocol for annual DM review bloods
The patient pathway

Patients, as a result of remembering their annual review date or having a reminder on their prescription will ring to book their annual review. The reception team will book a fasting bloods & BP appointment with one of the HCAs. 

The HCAs will review the patients co-morbidities using the SystmOne chronic disease icons page (checking for COPD, Asthma, HT, IHD/TIA/CVA) to decide the tests they have to perform. They will also arrange a 20 minute review with a Practice Nurse but a 30 minute appointment if they have asthma, COPD or a history of MI, angina, TIA or stroke.

The Practice nurses on completing the annual review, where no action is deemed to be necessary, will also document and inform the patient of their next planned review date and task the appropriate GP to code the medication review and reauthorise the prescriptions. Patients requiring further assessment or a change in medication will be referred to the GP.
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