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Recent guidance ! 

Ponikowski et al. EHJ doi:10.1093/eurheartj/ehw128 

21 Task Force members, including 1 GP ! 



Heart failure 

Ponikowski et al. EHJ doi:10.1093/eurheartj/ehw128 



Early detection is crucial 

•  symptoms, impaired quality of life, poor prognosis 
•  beneficial interventions are available   
 
1.  diagnosing / recognition in those presenting complaints 

 -  patients often do not visit doctor with HF complaints 
   “part of ageing” 
 -  doctors often do not recognise HF at consultations 
   atypical presentation, co-morbidity 
 -  patients usually presented to primary care  

 
2.  case-finding in high-risk groups? 

-  primary care well-equipped 





Natriuretic peptides? 
 
•  not always 
•  BNP or 

NTproBNP 
•  rule-out cut-off 
  



•  no chest X-ray 

•  echocardiography 
•  to rule IN 
•  to find cause 



Is the guidance based on evidence ?  



Clinically relevant diagnostic research 

1.  Relevant clinical: real patients 
 - diagnosis:   patients suspected of disease in relevant setting 

2.  Multiple tests and added value more complicated tests 
 - no diagnosis is set by means of just one test 
 - i.e. in addition to what is routinely available anyway 

3.  Results easily applicable in daily practice 
 - eg  score, risk estimates, algorithms 
 - eg  logistics, costs 



Example: UHFO-DD study 

Optimal diagnostic strategy in primary care? 

•  728 suspected patients in primary care (non-acute onset) 
•  mean age 71 

•  diagnostic out-patient clinics in 8 hospitals 
•  diagnostic cocktail plus 6 months follow-up 

•  reference standard expert panel: 28% heart failure     

Kelder et al. Circulation 2011; 124:2865- 



age 
MI, CABG, PTCA 
 
displaced apex beat ! 
pulmonary rales ! 
heart murmur ! 
elevated jugular pressure ! 

Importance of physical examination! 

AUC > 
0.75! 

Kelder et al. Circulation 2011; 124:2865- 



NT-proBNP in suspected 728 non-acute patients 

  AUC 

Signs, symptoms      0.75 

SS plus ECG            0.83 

SS plus NTproBNP    0.86 

SS plus chest X-ray  0.84 
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1 - Specificity 
Kelder et al. Circulation 2011; 124:2865- 



Diagnos(c	variables	 Score	

age	 0-10	

MI,	CABG,	PCI		 15	

loop	diure8c	 10	

displaced	apex	beat	 20	

rales	 14	

irregular	pulse	 11	

jugular	vein	pressure	↑	
	
heart	rate	

12	
	

>60/3	

	
NT-proBNP	

	
0-48	

Score	 Prevalence	HF	(%)	

0	 1%	

20	 10%	

40	 40%	

80	 90%	

Diagnostic score with probabilities 

Kelder et al. Circulation 2011; 124:2865- 



A diagnostic algorithm: MICE rule 
referral for echocardiography in suspected HF  

Roalfe et al. Eur J Heart Fail 2012;14:1000 

MICE: Male, Infarction, Crepitations, Edema 



Early detection is crucial 

1.  diagnosing / recognition in those presenting complaints 
 -  patients often do not visit doctor with HF complaints 
   “part of ageing” 

 -  doctors often do not recognise HF at consultations 
   atypical presentation, co-morbidity 

 -  patients usually presented to primary care  
 
 
2.  case-finding in high-risk groups? 

-  primary care well-equipped 

-  COPD ? 

-  diabetes ? 



Unrecognised HF in primary care ‘COPD’ patients 

8% 

12% 

48% 

32% 

only heart failure 
heart failure + COPD 
only COPD 
neither 

Rutten et al. Eur Heart J 2005; 26: 1887- 

20% unknown HF! 
 
- 50% HFrEF 
- 50% HFpEF 
 



Prevalence of unrecognised HFrEF and HFpEF in 
patients with type 2 diabetes aged ≥60 years 
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Boonman-de Winter et al. Diabetologia 2012; 55:2154- 

28% unknown HF! 
 
- 82% HFpEF 
- 18% HFrEF 
 



Prognostic implications: HF in diabetes 

HFrEF 

HFpEF 

no HF 

Boonman-de Winter et al. Int J Cardiol;2015:185:162- 



HFrEF… and HFpEF (or HFnEF) 
 

Ponikowski et al. EHJ doi:10.1093/eurheartj/ehw128 

and now: HFmEF ?????  



How should this patient be managed ?  

1.  diuretics ?   
2.  ACE-inhibitors ?  
3.  betablockers  (despite her COPD?)  
4.  MR-antagonist ? 
5.  ivabradine ? 
6.  an ARNI (LCZ696) ? 
7.  CRT ?  
8.  to be in a multidisciplinary HF management programme ? 
9.  telemonitoring ?  



Treatment algorithm in HFrEF 

Ponikowski et al.  
EHJ doi:10.1093/eurheartj/ehw128 



1. Diuretics ? 

•  no RCTs now  
•  no RCTs in the future 



2 and 3. ACE-inhibitors and betablockers 



Beta-blockers in all?  

Kotecha et al. BMJ. 2016; 353: i1855. 

also in COPD ! 



4. MR-antagonists 



5. Ivabradine 



Lowering heart rate with ivabradine ? 

Swedberg et al. Lancet 2010;376:875- 

ivabradine OR better compliance betablocker? 



6. And what about this ARNI? 

•  angiotensin receptor  / neprilysin inhibitor   
•  valsartan (ARB)  / sacubitril (NI) combination 
•  LCZ696 
 
 
•  one! pivotal RCT 
•  PARADIGM-HF 
•  enalapril (ACE-i) versus ARNI 
•  stopped prematurely because of benefit 



McMurray et al. N Engl J Med 2014;371:993-1004 



A paradigm shift?  ….not just yet... 



Everybody happy? 



7.	Cardiac	resynchonisa(on	therapy		(CRT)?	



CRT recommendations 

•  consider referral for CRT more often 
•  if your country can afford it 



8. A multidisciplinary HF management programme? 



Bruggink-André de la Porte, et al. Heart 2007;93:819-25 

Large effect because of experienced GP? 
 

Do HF management programs work?  
DEAL-HF  
 



Referral back to primary care? COACH-2 

Luttik et al. EJHF 2014;16:1241- 



The new guideline 

Ponikowski et al, Eur Heart J  2016; doi:10.1093/eurheartj/ehw128 



Patient education is crucial 

www.heartfailurematters.org  

•  10 languages 

•  Swedish soon 



•  What is telemonitoring ? 
-  just a phone call? 
-  weight, blood pressure, heart rate? 
-  invasive measurements (devices) 

•  Evidence ? 
-  interventions very heterogeneous 
-  included patients very heterogeneous 
-  real patients included? 
-  results very heterogeneous (positive to harmful) 

•  Is telemonitoring inescapable? 
-  ageing 
-  lack of recourses and health care workers 

9. Telemonitoring ? 



Guideline is very careful… 



What if this patient had HFpEF?  
EF 51%? 



And what about an ARNI in HFpEF? 

             Solomon SD et al. Lancet. 2012;380:1387-  PARAMOUNT 

: PARAGON 



Conclusions: HF in primary care 

DIAGNOSIS 
•  early diagnosis HF can and should improve 
•  case-finding in high-risk groups  
•  awareness of patients and doctors of possible HF is crucial 

MANAGEMENT 
•  ample evidence for HFrEF  

 (2-6 drugs, management programs (education), CRT) 
•  no evidence (yet) for HFpEF (although HFpEF very prevalent) 

•  ARNI in HFpEF? 
•  telemonitoring?  


