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Heart Failure-Best of Times?



Edinburgh

“Heart Failure Cardiologist”, not an academic, 

clinical trialist, crack basic scientist

Interested in ways of improving HF care, 

HF service delivery, audit and guidelines.

A Coruna-Key Note Lecture 2024



King’s College Hospital ?





Heart Failure-best of times?

• Translating the evidence-base into practice

– Delivering HF care

• Where are we?

– Data from the UK National HF Audit 2023/24

– Using audit for quality improvement

• How can we improve things from here?
• Will recent guidelines help (ESC 2021/2023)?

• New treatments of HFpEF

• New models of care?

• Trials?

• Await prevention?



Best of Times –Huge Evidence Base



All Cause Mortality in Chronic HFrEF
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Delivery of Heart Failure Care

• Number of patients large and increasing

• Mean age at diagnosis 76 — complex “cardio-geriatric syndrome”, not just 
HFrEF, multiple comorbidities

• Therapy complex-drugs/devices/surgery/CTX/VADs

• numerous side effects

• Patients asked to make lifestyle changes

• Patient has frequent visits to hospital clinics — multitude of doctors, nurses

• Enormous confusion, poor adherence to therapy

• Delivery of care as important as the elements

• Emergence of Multidisciplinary HF Programmes



Standards for Delivering Heart Failure Care



• HF care should be delivered in a multi-professional manner

• Goal -to provide a ‘seamless’ system of care across primary and hospital care 
so that the management of every patient is optimal, no matter where they 
begin or continue their healthcare journey

• Essential ingredients

• Specialist HF cardiologists

• Specialist HF nurses

• HF out-patient clinics

• An ability to function across sectors of care

• Adherence to common guidelines (for diagnosis and treatment)

• Incorporate audit

ESC-HFA Standards of Delivering HF Care

McDonagh TA et al Eur J Heart Fail. 2011;13(3):235–241



Delivering Heart Failure Care: ESC Guideline 2016

Ponikowski P et al. Eur Heart J. 2016;37(27):2129-200



Multidisciplinary Strategies for HF

Systematic Review of Randomised Trials
29 trials (5039 patients)

• Specialised multidisciplinary team (clinic or non clinic setting): ↓mortality 
by 25%, HF hospitalisations by 26%, all cause hospitalisations by 19%

• Enhancing patient self care: ↓ HF hospitalisations by 34% and all cause 
hospitalisations by 27%

• Telephone contact, refer to GP for further help, ↓HF hospitalisations by 
25%

• 6/10 reported medication use, showed higher prescribing and dosing

• 5/6 : adherence rates

McAlister FA et al. J Am Coll Cardiol. 2004;44(4):810-9



What works?

Lambrinou E at al, Int J Nurs Stud. 2012 May;49(5):610-24

HF Clinics

Specialist HF nurses



Heart Failure Nurses

UK, Scandinavia from late 1990s



HF Cardiologists?
US — Better Outcomes with Specialist Care

Reduced death and re-admissions
Jong P et al. Circulation 2003;108(2):184-91



Heart Failure Cardiologists

UK-Specialist Heart Failure Curriculum 2008

Differs from US-Advanced Heart Failure and Transplant

Start

12 months

  24 months

Heart Failure Specialist Certification from HFA of ESC
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Imaging Training 

Echo 6 months

Echo 

6 ms

 MR/alt  

6 ms*

Additional Training 

in drugs, lifestyle and 

management 

6-12 months

Acquired National Cardiologist Training  

or ESC Core Curriculum

 Specialist Heart Failure training  (12 months for all)

Heart

 Failure 

Device 

Training 

12 months

Advanced 

Heart Failure

Therapy

Training

12 months



Integrated Heart Failure Service
• Heart failure cardiologist
• Heart failure specialist nurses
• GP/geriatrician/pharmacist/GPwSIs 

and others

Diagnosis
Planning of management

(Periodic Review) Heart failure clinic 
follow up  specialist nurse

Advanced 
heart failure service

Primary care + specialist 
nurse

Primary care 

Patient referred for 
device Rx

Inpatient 
decompensated CHF

General cardiology 
clinics

General medical clinics Primary care

Open access echo

Post-MI patients 

Elements of an Integrated Heart Failure Service 

McDonagh TA et al Eur J Heart Fail. 2011;13(3):235–241



• HF-Cardiology sub-specialty training 2005
– Most hospitals having HF Cardiologists leading HF services

• Good provision of HF Specialist Nurses-2005

• Diagnostic pathways based on BNP (NICE)-2010
– Patients seen by a HF-specialist (2-6 weeks)

• NICE Quality Standards for CHF and AHF-2014

• National Heart Failure Audit (NHFA)-2007
– Outcomes /bench-marking to improve quality of care

• Carrots and sticks!
• Monetary incentives to GPs (QOF) for HF diagnosis and treatment
• CQC-HF care part of hospital inspections
• Hospitals remunerated-70% NHFA enrollment and achieving 60% 

specialist care

Some positives about HF Care in the UK

Key Ingredients for HF care assembled by 2010



• NHFA -hospitals admitting acute HF patients have to 
submit 70% of their HF admissions in the 1st 
diagnostic position (HES)

• Minimum dataset-demographics, QI indicators for 
diagnosis and treatment

• Records mortality: in-hospital, 30-day and 1-year 
(linkage to ONS)

• Reports annually on a fiscal year basis

• Present aggregate data for mortality and hospital-
level QI data

• Entire NHFA database since 2007≈1 million patient 
episodes

National Heart Failure Audit

NHFA Report 2022/23 www.nicor.org.uk

Latest Report Card



NHFA-HF Hospitalisations 2022/23

NHFA Report 2022/23 www.nicor.org.uk

Mean age-78 (76 for men and 80 for women)



In-hospital mortality ⋍9-11%

NHFA Report 2022/23 www.nicor.org.uk



Proportion of LVSD is falling-51% this year

NHFA Report 2022/23 www.nicor.org.uk



HFrEF and “non HFrEF”

Cannata A et al, In Press EJHF 2024

Analysis of 227,170 HF Admissions to the NHFA  (2018-2022)



Key Performance Indicators: Place of Care

NHFA Report 2022/23 www.nicor.org.uk
15% of hospitals meet the target of 60% in cardiology wards



Place of Care



KPI: Specialist Care

NHFA Report 2022/23 www.nicor.org.uk 62% of hospitals meet the target of 80% seen by a specialist

82% seen by a ”HF specialist”



1-year discharge mortality and specialist follow-up

NHFA Report 2022/23 www.nicor.org.uk



Disease-Modifying Drugs for HFrEF

NHFA Report 2022/23 www.nicor.org.uk

ACEi/ARB/ARNI



Drugs for HFrEF and 1-year mortality

NHFA Report 2022/23 www.nicor.org.uk



Cox Proportional Hazards Model for 1-Year Mortality



But…

NHFA Report 2022/23 www.nicor.org.uk

47% meet 90% target

65% meet 90% target



Huge Geographical Variation



Not making the most of the “best of times”

• Should recent guideline updates help?

– Treatment of HFrEF

– Treatment of HFpEF

– Comorbidities



Guidelines



Change in the Therapeutic Algorithm for HFrEF

Ponikowski P et al EHJ 2016;37:2129-2200 McDonagh TA , Metra M et al. EHJ 2021;42(36):3599-3726



Sequencing of Class I Disease-Modifying Drugs

McMurray J and Packer M, EHJF (2021)23, 882–894

• Drug efficacy is independent of the other drugs 

• Act via distinct pharmacological mechanisms

• Benefits are additive

• Side effects are not

• Any drug can be started first

• Effects of the key drugs are evident within weeks, at low 

dose

• Early initiation of all 4 drugs will save lives



Speed matters-very early benefit with SGLT2i

McMurray J et al, NEJM. 2019;381:1995 Packer M et al . NEJM 2020;383:1413. 

DAPA-HF Dapagliflozin Emperor-Reduced Empagliflozin



Also the case for RAAS blockade and BBs

CONSENSUS US-CARVEDILOL

RALES
PARADIGM-HF

1. Consensus Trial Study Group N Engl J Med. 1987 Jun 4;316(23):1429-35.  ; 2. Packer M, et al. N Engl J Med. 1996 May 23;334(21):1349-55.  ; 3. Pitt B, et al. N Engl J Med. 1999 Sep 2;341(10):709-17.  ; 4. McMurray JJV, et al. N Engl J Med. 2014 Sep 11;371(11):993-1004.



HFrEF Treatment-Network Meta-analysis

Age 70; 5 years 

of life gained vs 

no therapy



Goal is the same, the tactics have changed

• Initiation of each therapy has priority, as quickly as 

possible, over the up-titration of the dose of any 

individual therapy. 

• Attempting to titrate to the target dose is still 

essential, but is now considered a secondary goal.

• Starting the four “pillars” at least at low doses, is the 

primary objective.



How?

• Pharmacological synergies1

– BB + SGLT2i then ACEi/ARNI, then MRA -1 month, then up-titrate

• Mathematical modelling of HF RCTs2,3

– Accelerating the introduction and up-titration of therapy -23 fewer patients /1000 had a HF 
hospitalization or CV death and 7 fewer all cause deaths

– Optimal sequences of treatment always included SGLT2i and an MRA as the first two therapies.

– Others have supported an “SGLT2 inhibitor first” strategy

• Clinical Pragmatism
– If CKD or hyperkalemia is an issue, prioritise BB/SGLT2i then add ACEI/ARNI/MRA

– If low SBP is a problem, prioritise SGLTi/BB/MRA then ACEi/ARNI

– If HR<60bpm, prioritise ACEI/ARNI/MRA/SGLT2i then BB

– Stop unnecessary drugs that lower bp/cause CKD to help

• Do it as quickly as possible and use a hospitalisation wisely!

1McMurray J EJHF (2021)23, 882–894 2Demro C et al, EHJ. 2022;14:872867 3Tomasoni D et al, EJHF. 2022;24: 431‐441.



Acute Heart Failure Pre-discharge management: 
STRONG-HF

McDonagh TA, Metra M et al Eur Heart J. 2023 Aug 25:ehad195. doi: 10.1093/eurheartj/ehad195..



CHF: EMPEROR-Preserved and DELIVER
SGLT2i Empagliflozin and Dapagliflozin HFpEF and HFmrEF

Anker SD et al. NEJM 2021;385(16):1451-1461 Solomon SD et al NEJM 2022;387:1089-1098

EMPEROR-Preserved DELIVER



Recommendations Class Level

An SGLT2 inhibitor (dapagliflozin or empagliflozin) is recommended in patients 
with HFmrEF to reduce the risk of HF hospitalization or CV death.

I A

Treatment of patients with symptomatic HFmrEF

McDonagh TA, Metra M et al Eur Heart J. 2023 Aug 25:ehad195. doi: 10.1093/eurheartj/ehad195..



Recommendations Class Level

An SGLT2 inhibitor (dapagliflozin or empagliflozin) is recommended in patients 
with HFpEF to reduce the risk of HF hospitalization or CV death. 

I A

Treatment of patients with symptomatic HFpEF

McDonagh TA, Metra M et al Eur Heart J. 2023 Aug 25:ehad195. doi: 10.1093/eurheartj/ehad195..



HFpEF:GLP-1A, Semaglutide

Pooled Meta-analysis of STEP-HFpEF and STEP-HFpEF DM

Butler J et al, Lancet 2024,https://doi.org/10.1016/s0140-6736(24)00469-0



Major Issue for HF

Conrad N et al Lancet 2018;391;572

UK 2002-14

Prevalent HF  23% to 920 616 (1.4%)

• Crude incidence rate of 1.2/100,000 per 

year

• Mean age at 1st presentation=77 from 76.5

• Mean number of comorbidities now 5.4 

from 3.4

Estimated HF population in 2020= 

1,000,000

http://www.elsevier.com/termsandconditions


IPD Meta-analysis for FCM



Heart Failure Trials ?

• Do they have to change?

– Registry-based RCTs

• Maybe easier with injectables

– Withdrawal (N1) trials

• ? in non responders, allow trial of new therapies

• HFpEF Trials

– Should there be a change of definition to HFnEF?
• Data from trials and echo registries-50% is too low

– Increased mortality risk and benefits of neurohormonal blockade benefit: 55%-60%

– What cut-point?
• Convenience->55% defines normal in the ASE/EACVI Echo GLs

• Sex differences, >55% men, >60% women

– Focus new trials on “HFnEF” and not those with HFmrEF



A deeper phenotypic approach to HF

McDonagh T, Metra M et al . Eur Heart J 2021;42(36):3599-3726

? 2030s the arrival of precision medicine for HF

diagnostics: biomarkers, proteomics, metabolomics, 

non-coding RNAs, genetic signatures to target newer 

therapies-immunological, miRNAs??

At the start with amyloid (tafamadis patisiran, 

inclisiran) and HCM (mavacantem, aficantem)



NPV=99.1

McDonagh TA et al. Lancet 1993;351:9-13

Better Prevention-Screening BNP and Asymptomatic LVSD

North Glasgow MONICA

1252 aged 25-74,randomly

sampled from N. Glasgow.

Echocardiography 

Gold Standard for LVSD

LVEF (Simpson’s Rule Method)

Prevalence of LVSD :  3.1% (39)

Symptomatic :    49% (18)

Asymptomatic :  51% (19)

BNP : standard RIA (Peninsula)

Predominantly IHD SOLVD-Prevention-1992!



Please may see a 
cardiologist

and a HF nurse!

Best of times?



Choose your team carefully…

Registrars and Fellows 2023/24

Antonio Cannata, Clare Bannister, Matt Sadler, Dan Hammersley, Owais Musani, Chris Knott, Jeremy Fleri-Soler, 
Aamir Shasmi, Antonio Jordan

George Amin-Youssef,Dr Dan Sado, Sue Piper ,Dan Bromage, Adam Nabeebacccus, Obi Okonko, Rosita Zakeri

Heart Failure Nurses

Julia DeCourcey, Denise Leufer, Ludcy Lukose, Hannah Simmonds, Louise Noval

And 8 nurses in the community in Lambeth and Southwark
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