HEART FAILURE:
A distressing condition fior all pbut
a PrgAter future Is Within eur

grasp.
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BACKGROUND

Chronic heart failure

A cemplex syndrome that can result firem: any.

structural or functional cardiac diserder that Impairs

the pumping ability, eff the: heart
Most common! cause Is left ventricular muscle damage

Varieus conditions may: predispoese. to, oI cause, such

muscle damage




BACKGROUND

Charactersing the heart falure syndrome

iHeart failure is; net Infitselff a cemplete’ diagnesis.
It IS Important to characterise: the syndrome: by

Symptoms anadl signs

Severity of syndreme

Underlying cardiac abrormalities
Aetiology of cardiac abnermality
Precipitatingand exacerhating facters
ldentification ofi relevant co-morbidities

Estimation off prognosis




BACKGROUND

Symptems; and signs oi nearnt fanure

Shortness: ofi breath; en exertion

Decreased exercise tolerance (often simply ‘fatigue’)
Parexysmal necturmal dyspnoea

Orthepnoea

Ankie swelling

The most specific signs are:
s [aterally: displaced apex heat
s Elevated jugular venous; pressure
s [hirdrheart seund
LLess| specific signs Include:
s [achycardia
s Lung crepitations (Usually: at bases)
s Hepatic engorgement (tender hepatomegaly)

= Peripheral eedema NICE, 2003: Prodigy




Causes Of Heart Failure

Cenenany Artery [Disease

HYpEertension

Cardiemyepatny/

Valvullarand Congenitaliheart Disease
Alrythmias

Alcehel andf drugs

HIgh eutput faltre-Anaemia, IFhyretoxicosIs, Paget's
[DISEase.

Pericardiall Disease

Primary Right Sided: Failure-Pulmoenany: hypertension, PE,
tricuspid Incompetence




EPIDEMIOLOGY AND HEALTH
SERVICE IMPACT

he peor prognesis; of heart falure

London Heart Failure Study

Kaplan-Meier sunvival estimates with 95% pointwise confidence bands
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Median survival:
3 years from
diagnosis

w
4

Analysis time (years)

552 incident cases followed up to March 2002; 338 deaths ]
Cowie et al, Heart, 2000




Injuries and poisoning

Complications of pregnancy and childbirth

All GU system

All digestive system

All respiratory system

All nervous system

All cancer

Diabetes

Stroke

Heart failure |

Acute MI ]

Angina ]

Coronary Heart Disease ]
All circulatory ]

All diagnoses

EPIDEMIOLOGY AND HEALTH

Heart fallure admissions are long

SERVICE IMPACT

10 15 20 25 30

Average duration of hospital admission (days)

British Heart Foundation, 2002



EPIDEMIOLOGY AND HEALTH
SERVICE IMPACT

Size of the problem

Affects 1-2% of the population
Annual incidence is 0.5-1%

Mortality is 40% by 12 months after new diagnosis, and 10% per
year thereafter

Due to ageing population and more effective treatment of acute
myocardial infarction

Symptoms have enormous impact on quality of life — worse than
many other chronic conditions

Accounts for 1-2% of NHS budget, 5% of acute admissions, and
10% of bed occupancy

BMJ, 2002; Eur J Heart Failure, 1999; NICE, 2003; BHF, 2002; DOH 2003




NATIONAL INITIATIVES

The National Service Framework
for Coronany. IHeart Disease

ensure that all those with heart failure

are receiving a full package of

M
Coronary Heart Disease

National Service Framework
for Coronary Heart Disease.

appropriate investigation and
treatment, demonstrated by clinical
audit data not more than 12 months
old

Department of Health, 2000




Proactive management

[l Treatment
No CCF

[ HC =
Inadequate
therapy

B CCF
appropriate
therapy

Primary care has a key role in the early detection and
treatment of patients with the major risk factors for
developing heart failure




Undetermined
(no angiographic
data) 13 (10%)

Idiopathic
(no CAD) 17 (13%)

Other 7 (5%)

AF alone 4 (3%)

Alcohol 5 (4%)

Valve disease 13
(10%)

Hypertension
alone 6 (4%)

BACKGROUND

Coronary: artery disease Is the leading cause
of heart failure in the UK

Results based on full
investigation (including
coronary angiography)

in new patients aged <75
years identified in a UK
population-based study

Coronary artery
disease 71 (52%)

Fox et al, Eur. Heart J., 2001




BACKGROUND

Fhe NYHA classification: ofi heart fialltreris; hased
@R the severity: eff the patient’s symptems

Class I | No limitations on activity. Annual mortality
No fatigue, breathlessness or palpitation on 3-5%
ordinary physical activity

Class 11 | Patients are comfortable at rest but ordinary | ‘Mild’ heart Annual mortality
physical activity such as climbing stairs or failure 10%
doing housework results in symptoms

Patients have a marked limitation of physical | ‘Moderate’ Annual mortality
activity. Although patients are comfortable at | heart failure | 12-16%

rest, less than ordinary physical activity will
lead to symptoms

Class IV | Patients have symptoms even at rest and are | ‘Severe’ heart | Annual mortality
unable to undertake any physical activity failure 15-20%

without discomfort
Worse prognosis
than most cancers




DIAGNOSIS

The NICE algorthm: for new
diagnoesis of heart faiure

Suspected heart failure
because of history, symptoms
and signs.

Seek to exclude heart failure Other recommended tests:
through: (mostly to exclude other conditions)

* 12-lead ECG * chest x-ray
« and/or natriuretic peptides * blood tests: U&ES, creatinine, FBC,

(BNP or NTproBNP) — where TFTs, LFTs, glucose, and lipids
available. * urinalysis, peak flow or spirometry

Both normal One or more abnormal

Heart failure unlikely.
Consider alternative diagnosis.

Imaging by echocardiography*

No abnc_)rmality detecteq el
He_art fallyre Ly, t.’Ut 1 Assess heart failure severity, aetiology,
dlggnos_ls dOL.lbt el precipitating and exacerbating factors and
consider diastolic and referral type of cardiac dysfunction. Correctable
for specialist assessment. causes must be identified. Consider referral.

NICE, 2003




TREATMENT

Fhe medern management: of
chenic heart fiallure

The therapeutic' appreach in chrenic heart fialure due: te
systolic dysfunctien censists of:
s Generalladvice and ether nen-pharmacological measures
Patient education
Weight control

Dietary, measuresie.g. salt aveidance
Reducing fiuid intake

Smoking cessation

EXercise / renabilitation

Infilenza vaceinationrannually

x Pharmacelegical therapy.
x Devices and! surgery

ESC, 2001




The NICE treatment algerthm
for chronic heart fallure due ter LVSD; 2008

Generalist

Spedialist input

Specialist

Add diuretic
Diuretic therapy is
likely to be required
to control
congestive
symptoms and fluid
retention

Add digoxin
If a patient in sinus
rhythm remains
symptomatic
despite therapy
with a diuretic, ACE
inhibitor (or
angiotensin
receptor
antagonist) and
beta-blocker
or if patient is in
atrial fibrillation
then use as first-line
therapy
(seo page 11)

Mew diagnosis

-

Start ACE
inhibitor

and titrate
upwards

Or if ACE inhibitor not
tolerated (e.qg. due to
severe cough)
Consider angiotensin Il
receptor antagonist

v
Add beta-
blocker and
titrate
upwards

-~

Add spironolactone
If patient remains
moderately to
severely symptomatic
despite optimal drug
therapy listed above

-~

Seek specialist advice
for further options

TREATMENT




TREATMENT

Other treatment options fiel chronic heart falure

Ceronany revascularisation (PCI/CABG)
ransplantation
Left ventrcular assist device (LLVAD)
Cardiac resynchronisauen: therapy: (CR)
Implantaklercardioverter defilvmliator (1CD)
Other Invasive therapies

Valve repair / replacement

LLefit ventricular aneury/smectemy.

NICE, 2003




THE NEED FOR PRACTICAL
ADVICE

IS the practical aavice tiiat nelps. I
Kow.winRat te:ao I put on welgat
suaaenly.ana I Know: that I can

prevent mysell:gettlng e adanger i
[ act: guieKdy; anad call S [ urses
pamey. Its alsogoeoa o) Kaow. Wiy I
ave o takeé se.many taplets=S 1as
explaiea all tils to mer.




CHRONIC DISEASE
MANAGEMENT

EmpowWerng patients

EdUcation and suppoert:

Patients: tatight Rew: te; moeniter thelr velume
status by daily, welghts. ExXpert patients can he
tauight: hew: te; adjust: thelr ditretic regimen.

Patients taught hew: te; recegnise: early signs of
decompensation andWhRen to Seek: professional
nelp

NICE, 2003




MANAGING THE COMPLEX
PATIENT

Challenges:

Co-morbidities

Elderly with' reduced functienal and
mentaill capacity.

PSycho-secial preklems
Lack: of family support




CASE MANAGEMENT:

IHeme: Visits

felephene moniterng

Initiation; and adjustment: eff medication
Crisis management

Co-erdinating MDiF support.

LIaising With: SEceneany cale

ASSIsting| early discharge

Palliative care fier end stage Heart Eailure



CHRONIC DISEASE
MANAGEMENT

End of life iIssues In heart failure

Chronic heart failure

Management of chronic heart failure in
adults in primary and secondary care

NICE recommends:
The palliative needs of patients and
carers should be identified,
assessed and managed at the
earliest opportunity.

Patients with heart failure and their
carers should have access to
professionals with palliative care
skills within the heart failure team.

“Supportive and palliative care for
advanced heart failure”- put
palliative care at the forefront of all
clinicians involved in the care of HF
pts

NICE, 2003




End ofi life tools

Preferred place of
care

eProvide pt and carer a
choice as to where a pt
would like to die- within
reasons

Gold standards
framework (GSF)

Pt register

eRegular review

eAnticipatory care

sCommunication

«QOut of hrs

Liverpool care
pathway

eLikely symptoms

eDetailing current
and anticipatory
drugs

eClear guidance on
when/ who to call

eClear instructions
for MDT on
symptom
management

eSocial & spiritual
care




Palliative care

Aim

Improve the quality of life for terminally ill patients and
to help family and carers by:

a Providing sympteni control
a Providing| psycholegical and seciall supporit

a Planning fier the futurerand previding end of lifie
care

Impreves symptem control

Reduces time spent inrhospital

Impreves patient andl carer chnoice and satisfaction
Reduces overall costs




HOW WOULD YOU FEEL?

el I aranrt Kiow: anyanag Aoyt it 1 Was
alagiosed Wit caralonyepatily. ana tiats
Wwiat I tiaetgiat 1Y7aa. | askead tiaerni 1o Lo
spell it pecavse l rnaa-never hHeara ornt /.
was: tola I wolld be given. ar ACE IaRIbIor
ana a aigrete ana - they. woula See e i
SIX menRtas. I reaa my;sick rnote ana it sald.
peart fanure ana-i thougnRt my, Heart was
qoIAg e Step WithlE mnEuLes or nours: |
ald noL rejate caradionyepatiy o neart
rallurer.




Research

e small- gualitativer studies:

The perceptions: off heart failtre patients
and carers Iving Withrthe: cendition: 1n
the commuRity.

DiUretics and Rew: patients; cope with
them.




RESULTS

EGUr majoer themes emerged:
Fhe need for practicall advice
Confusion at diagnosis
Sock off diagnosis and Iliness
Adaptatien ecclired.




