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1330

patients/GP

30

HF patients /GP

14 

HF visits/year

53 Primary 

Centres

Some healthcare data from Barcelona



ROLE OF GP IN THE MANAGEMENT 

OF PATIENTS WITH  HEART FAILURE

Preparing this speach I wonder…..what would you like to hear from me in this session?

What is better to my 

patients? = What to do

What  is important not to do: 

not enough evidence

evidence of harm

My limitations: 

Health System 

My own skills = When 

to refer my patients

It is important the role 

of my patients in taking 

decisions?

Do my patients maybe 

prefer to die at home?



ROLE OF GP IN THE MANAGEMENT 
OF PATIENTS WITH  HEART FAILURE

▪ Early diagnosis: case finding

▪ Ensure a right diagnosis

▪ Relief symptoms 

▪ Improve prognosis: EBM

▪ Involving patients in self care

▪ Improve quality of life

▪ Take care of patients and their relatives 

until the end stages

▪ Carrying out research 

in Primary Care
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Evolution of  HEART FAILURE
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Asymptomatic
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ROLE OF GP IN THE MANAGEMENT OF PATIENTS WITH  HEART FAILURE

PREVENTION DIAGNOSTIC

FOLLOW UP:

Comorbidities

Decompensations

END OF LIFE



PREVENTION
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Major risk factors Risk

Coronary Artery Disease 2-3 fold

Hypertension 2-3 fold

Diabetes Mellitus 2,5 fold (men) 
5 fold (Women)

Obesity Each unit of BMI 
increases 6% risk

Valvular heart disease

Minor risk factors

Smoking

Dyslipidaemia

Chronic Kidney Disease

Others: anemia, sedentary 
lifestyle, psychological distress

Risk factors for heart failure

Adapted from Schocken et al. Circulation. 2008;117:2544-2565





OR for the first HF hospitalization risk according to the risk factors control



DIAGNOSIS
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European Heart Journal.2008. (29).14:1739–1752

The Study group on HF Awareness and Perception in Europe (SHAPE) 

71%

92%
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Survey to GP: 
Of those patients that you have diagnosed with heart failure, how 
did you come to that conclusion?

Remme et al. European Heart Journal.2008. 29: 1739–1752

The Study group on HF Awareness and Perception in Europe (SHAPE) 

96%
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2016 ESC Guidelines for  diagnosis and treatment of Heart Failure
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▪ Does every GP know or follow the guideline recommendations?

▪ Does every GP has access to the BNP determinations?

▪ Is it feasible for GP to obtain an ecocadio in a reasonable lenght of time?

About variability in diagnosis
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Expert pannel: 

Validate if BNP or Ecocardio or 

Hospital admission

Concluded:

one-third of PC HF may be 

overdiagnosed

Valk et al. Br J Gen Pract 2016; DOI: 10.3399/bjgp16X685705

About variability in diagnosisc
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Validación del diagnóstico de IC.

Verdú-Rotellar et al. EJGP. 2017.

53.6%

44,2%



Known and missing left ventricular ejection fraction and survival 
in patients with heart failure: a MAGGIC meta‐analysis report

Poppe KK et al. Eur J Heart Fail. 2013

Regarding ecocardio
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HF-REF
N=297

HF
N=8,376

HF-EF no
Disponible

N=7661

HF-PEF
N=418

Hospitalization
N=57

Death
N=33

Hospitalization
N=50

Death
N=30

Hospitalization
N=2157

Death
N=1575

30,3% 19,14% 48,2%



HR 95% Confidence interval

Ejection Fraction (EF)

HFpEF(>50) 1

HFrEF (<=50) 1.36 0.99-1.88

Unknown EF 1.84 1.45-2.33

Previous 

hospitalization HF
1.81 1.68-1.95

HR for hospitalization or death according to the registration of HF in EMR



Factors related to the probability of having an ejection fraction 

in electronic medical records

ORa 95% Confidence interval

Age (quintiles)

<=71  (reference) 1

72 - 78 0.86 0.68-1.08

79 - 82 0.71 0.55-0.92

83 - 86 0.81 0.63-1.05

87+ 0.50 0.37-0.68

Home care 0.71 0.56-0.88
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FOLLOW UP
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FOLLOW UP SCHEDULE

MONTHS

0 1 3 6 9

person phone P/Phone phone person

Clinical exploration

Weight X X X X X

Blood pressure X X X X X

Heart Rate X X X X X

NYHA Functional class X X X X X

Oedemas X X X X X

Alarm signs

Dyspnoea X X X X X

Orthopnoea /par.noct.dyspnoea X X X X X

Worsening NYHA X X X X X

Weigh gain X X X X X

Laboratory tests (Hb, Na,K,Creatinin, GFR)

X X X

Other proves

Ecocardio X

Chest X-ray X

ECG X

O2 Saturation X X X

Education and prevention

Adherence (medication,diet) X X X X X

Selfcare X X X X X

Lifestyles counseilling X X X X X

Vaccinations (Influenza, pneumococcical) X

Further:

Every 4 months



Self care and educational measures

Alarm
symptoms

Weigh control

Salt intake control

Stop tobacco and
alcohol

Physical activity

Adherence

Medication side effects
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DECOMPENSATIONS



▪ NYHA worsening 

▪ Weight gain > 1 kg in a period of 24 h or >2 kg in 72 h.

▪ Increased ankle edema

ASSESS  SEVERITY AND TRIGGERS

Symptoms: 

Chest pain , resting dyspnaea, orthopnoea, paroxysmal nocturnal dyspnoea, syncope

Sígns :

HR >130 /min or <40/min ; Systolic BP >200 or <80 mmHg; O2 saturation < 90%.

YESNO

Increase  oral diuretic

Endovenous furosemide :

20mg/20’ until 60 mg + HCLTZ oral





Objectives

▪ To develop and validate a predictive model based on clinical variables 

easy to be measured in general practice to predict short-term 

hospitalization or mortality in primary care as a consequence of a 

Heart Failure (HF) decompensation.

▪ Identify the most common precipitants of decompensation of HF 

patients in the primary care setting. 



9 European countries



My limitations: 

Health System : BNP, Ecocardio

My own skills = When to refer my 

patients to cardiologist?



Initial diagnoses before 60 years old or 

diagnoses doubts

Ischaemic or valvular etiology

Symptoms worsening in spite of 

optimal treatment

Renal function worsening

Patients in NYHA class III-IV

More than 3 hospital admissions or 12 

emergency room stages in previous 

year

Implantable cardioverter defibrillator:

(FEVI < 35%) (ischaemic origin or 

dilated cardiomyopathy)

Resincronization:

▪(FEVI < 35%) + (QRS > 0,150) +LBBB

Cardiac transplantation

▪End-stage HF with severe symptoms 

▪No remaining options

▪< 65 years old



End of Life
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40Source:  Allen LA et al. Circulation 2012.125 (5): 125(15):1928-52

Evolution of Heart Failure

PCC-MACA



Patients with heart failure in whom end

of life care should be considered



Key components of palliative care

service in patients with heart failure
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Rev Esp Cardiol. 2009;62(4):409-21 

Treatment target in terminal HF patients



Objective: 

To determine variables which most likely 

predict death at one year in  patients in 

advanced stages of heart failure (NYHA  IV) 

HADES study

Design: retrospective cohort study

Period: 1st Jan 2010 to 31st Dec 2014

Data source :

primary care electronic medical records (SIDIAP)



Datos del HADES

Mean survival in   NYHA IV : 
28.7 months

Mortality in NYHA IV patients attended in primary care:
HADES study (Heart failure in ADvancEd Stages)

34.6%



Six months

N=259

One year

N=397

N HR 95% CI N HR 95% CI

Men 
1148 1,60 1,17 2,20

1148
1,77 1,33 2,34

Age (years)
1148 1,05 1,03 1,07

1148
1,05 1,03 1,07

Barthel Index <20 734 1,62 0,95 2,74
734

1,35 0,84 2,19

Cancer 1148 1,50 1,06 2,15 1148 1,60 1,15 2,23

SBP <=90 mm/Hg 1070 2,80 1,33 5,88 1070 2,49 1,19 5,20

BMI <=20 kg/m2
855 4,42 2,08 9,38

855
3,68 1,76 7,69

Chalson>=6
816 1,73 1,07 2,81

1148
1,37 0,93 2,01

Glomerular filtration <30
783 0,94 0,85 1,04

816
1,86 1,21 2,87

Haemoglobin
1148 1,60 1,17 2,20

783
0,93 0,85 1,01

Mortality in heart failure patients after reaching NYHA IV
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Unanswered questions

▪ Active case finding, when and in which patients?

▪ What is the best cut off for Natriuretic Peptides (NT pro BNP) 

to rule out HF (Nice guidelines 400 pg/mL, ESC 125 pg/mL, 

own research 280 pg/mL)

▪ What is the prognoses and evolution of HFmEF ?

▪ What is the better treatment for HEpEF patients?

▪ Role and management of comorbidities.

▪ How can patients in the end stages be better identified and 

managed ?

Adapted from Rutten et al. Practical Guidance on Heart Failure Diagnosis

and Management in Primary Care. EPCCS. 



Take home messages

GP must know the best options for treating their patients according to 

their structural limitations.

GP should be committed to continuosly learn and be up dated

GP have to be aware that each patient is, in many ways different to the

other ones and may have different needs and wishes.

GP must do research to generate evidences coming from our own setting 


