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What's new   

• the following are now all 1st Line

ACE-I/ARNIa  / Beta-blocker / MRA / Dapagliflozin/Empagliflozin ‘The four pillars’ 

And of course 

• Loop diuretic for fluid retention if / when required  

• What’s out  

Not much   

Less evidence for CRT if QRS < 150MS,  slightly less emphasis / evidence for ICD in 

DCM but increased evidence for AF ablation  

• What’s the same ?  

Most every things else  with increasing emphasis on Cardiac exercise rehab/ 

palliative care  and holistic care gets a few more lines 

What about NICE  / local guidelines ? 

ESC HF 2021              NICE             Local Guidelines    



ESC HF 2021 



1835    Phlorizin - naturally occurring phenol glycoside 1st isolated from the bark of an apple 

tree  

Early animal  studies: phlorizin - renal glycosuria, weight loss without hyperglycaemia

1980s  - 1999  Studies evolved  - work in diabetic – renal vascular  

SGLT2i  used in Diabetes   since 2012 

T2DM with CV risk but not HF: Reduction in CV death/MI/stroke and HHF 

2015   EMPA-REG  CV outcome study 14% and 35% (38% for CV death)

2017   CANVAS       CV outcome study 14% and 33% 

2019 DECLARE-TIMI 58. 17% and 27% (HHF /CV death) 

2019   DAPA- HF 26% (death any cause 17%, HHF 30%)

2019, CREDENCE (CKD) 2020   VERTIS CV,  

2020 EMPEROR- Reduced                             25% (driven by HHF 31%)

2021 EMPEROR-preserved                           21% (driven by HHF 29%)

2022 DAPA–CK  SOLOIST-WHF, SCORED       

SGLT2 Inhibitors  New friend or old foe  
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NICE approval and local guidelines

•EMPA-REG  CV outcome study DECLARE-TIMI 58  CV / HF renal with diabetes . 

•NICE approved SGLT2 inhibitors dapagliflozin▼(T.A.679  Feb 2022) and empagliflozin▼
(T.A. 773  Mar 2022) in HFrEF, (≤40%)  without diabetes mellitus  

•HFpEF  - EMPEROR-Preserved  SGLT2 inhibitor (empagliflozin) in patients with HFpEF                  

Significantly reduce HF hospitalization, neutral effect on cardiovascular (CV) death (Exciting but not NICEed 

yet)
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Case study 1  Mr DJ,  Age 73 Criteria or SGLT2 inhibitor 

LVEF:  < 40%

BP:  No issues as BP > 95 mmHg                                                  
(3-5/2 mmHg drop) 

Age:  Caution as aged  >65 

HR : SGLT2I has no effect on HR  

Weight: loss up to 3kg (visceral fat reduction)

Renal function / HBA1c 

Echocardiogram reduction in LV function to 31%

IHD with coronary artery bypass -2005 

Angiogram 2016: two drug-eluting stents

ICD insertion 2019 post OOHVF arrest 

angiogram  no obstructive coronary disease

Episodes of VT 2021 with appropriate ICD shocks

Type 2 diabetes 

Hypercholesterolaemia

Hypertension

BP 136/86 mmHg

HR  85 BPM 

Weight 122 kg 

ECG paced with CHB, QRS 190 ms. 
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Case study 1  Mr DJ,  Age 73 Interventions to date     

•Addressed high potassium 

•Fluid offloaded / reduced diuretics   

•Had IV iron 

•Treated Gout  

•Increased Bisoprolol  

BP:  147/74 mmHg     HR  75  BPM 

– Repeat bloods with a plan to add Eplerenone. / increase 

Bisoprolol 

– Discuss at cardio-renal-diabetic forum the addition of 

SGLT2 inhibitor (knonw high HbA1c)

CARDIO-RENAL-DIABETES-MDT (KING'S COLLEGE HOSPITAL NHS 

FOUNDATION TRUST) kch-tr.cardio-renal-diabetes-mdt@nhs.net

BROMLEYINTEGRATEDHEARTFAILURENURSES (KING'S COLLEGE HOSPITAL 

NHS FOUNDATION TRUST) kch-tr.br-
bromleyintegratedheartfailurenurses@nhs.net

Renal function / HBA1c as follows  

Weight: loss up to 3kg (visceral fat reduction)

Current Medications:       No allergies  / some sensitivities

Sacubitril Valsartan 97/103 mg twice daily  (Ramipril stopped)  

MRA – none yet   

Bisoprolol 2.5 mg twice a day

ISMN 60mg once a day 

Bumetanide 2 mg + / - 1 – 2 mg per day   (now 1 mg per day)   

Ranolazine 375 mg twice daily 

Aspirin 75 mg once a day

Metformin 1 g twice a day

Rosuvastatin 10 mg once a day

Liraglutide as directed 

Lansoprazole 30 mg once a day

Gabapentin 600 mg mane, 300 mg midday, 600 mg evening

Zopiclone 3.75 mg at night

GTN spray prn

No OTC medicines

Medication cessation:  Ramipril STOPPED 05/02/22

BP:  147/74 mmHg     HR  75  BPM 

mailto:kch-tr.cardio-renal-diabetes-mdt@nhs.net
mailto:kch-tr.br-bromleyintegratedheartfailurenurses@nhs.net
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Case study 2  Mr LW ,  Age 61  
Criteria or SGLT2 inhibitor 

LVEF:  < 40%

BP:  No issues as BP > 95 mmHg                                                  
(3-5/2 mmHg drop) 

Age:  None  but uber caution required  

Weight: some concern 

Renal function / HBA1c 

Diagnoses:

HFrEF index LVEF < 30% February 2021  (LVEF  22.4% ) 

Cardiac MRI, 16.02.21: suggest end-stage hypertensive HD / DCM  

with AF noted during MRI 

No  coronary artery calcification on CTPA

Head CT 

PAF / sinus rhythm in July 2021

Uncontrolled hypertension

Type 2 diabetes (poorly controlled taking about 25% of prescribed 

dose of metformin) 

Cushing syndrome, 2015

Erectile dysfunction

2 cans of beer a day, smoker /secondary polycythaemia

Social History: Ex company director, failing eyesight led to reduced work 

and COVID brought an end to his working life. well-supported by close 

family 

HR 74 BPM,  BP 163/128 mmHg  (bag of meds / many expired) 06/10/21

HR 72  bpm,  BP 116/82  mmHg  (post all medication) 22/10/21) 

HR 111 bpm,  BP 170/103 mmHg  (run out of ) 01/12/21

HR 70 bpm,  BP 119/82mmHg  (took some meds) 22/12/21

Weight 72.35  kg Height  178.7 cm   BMI kg/m^2:  22.7 

ECG SR , QRS 110 ms.   (March 2022) 
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Case study 2  Mr LW  Age 61  

Interventions to date     

•Gain his Trust / address Medication issues 

•Advised GP to refer to diabetic service 

Progress with drugs /life style optimisation: 

•Pre payment cert. 

•better use but runs out regularly, found timely ordering too 

complex 

•sits worrying he will make mistakes

• Eye sight  concerning so added in a dosstte box

Fluid offloaded / competent with Diuretics  

No IV iron 

Bought  a BP cuff 

Cardiac ex rehab  

– headache   

– Discuss at cardio-renal-diabetic forum the addition of 

SGLT2 inhibitor (known high HbA1c and on Insulin )

CARDIO-RENAL-DIABETES-MDT (KING'S COLLEGE HOSPITAL NHS 

FOUNDATION TRUST) kch-tr.cardio-renal-diabetes-mdt@nhs.net

Renal function / HBA1c as follows  

Current Medications:       No allergies  / dosette box

Sacubitril/Valsartan 97/103 mg twice daily

Bisoprolol 10 mg once daily

Eplerenone 50 mg once daily (added 03.08.21 /Spiro stopped) 

Furosemide 40 mg once per day - do not add to dosette box

Indapamide 2.5 mg once daily

Hydralazine 25mg twice daily (added  Jan 2022

Isosorbide mononitrate 30 mg SR once daily (added  Jan 2022) 

Atorvastatin 40 mg once daily at night

Omeprazole 20 mg once daily 

Metformin 500 mg x2 twice a day (supported with safety)  

Gabapentin 300 three times per day (taking one per day)

Vardenafil 20 mg prn (not in dosette)

Edoxaban 60 mg once daily

Lantus Insulin and NovoRapid, ( on Insulin > five years) 

Double COVID vaccinated

No OTC medicines

Medication Management Issues: Were in individual boxes, 

most boxes expired or issued in 2019 / 2020 - very keen to get 

help to get medication right.

Drug cessation / Intolerance History: Ramipril stopped 

February 2021. Amlodipine, Spironolactone stopped 30.07.2021 

Indapamide stopped during admission

mailto:kch-tr.cardio-renal-diabetes-mdt@nhs.net
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Ms YN    Age 74 

Current Diagnoses:

Heart failure with reduced ejection fraction: EF 

of 22%

Ischaemic heart disease

Moderate pulmonary hypertension

Hypertension

High cholesterol

Atrial fibrillation

ICD  

Vaginal hysterectomy and left salpingo-

oophorectomy and pelvic floor repair 2018

Under Urogynaecology for secondary bladder 

prolapse Vaginal prolapse – not amendable to 

conservative measures, under consideration for 

surgery 

Admission to King’s College Hospital with 

gastric outlet obstruction, underwent  

laparoscopic gastrojejunostomy (August 2021)

Current Medications:

Sacubitril/Valsartan 97/103mg twice daily

Bisoprolol 1.25 mg once a day

Eplerenone 25mg once daily

Frusemide 40 mg on alternative days

Simvastatin 40 mg once a day

Edoxaban 30 mg once a day

Vital signs

Pulse/Heart Rate min: 82 min

BP mmHg: 100/57 mmHg

Height in cm cm: 146.8 cm

Weight (kg) : 52.55    BMI kg/m^2: 24.4 
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Ms YN    Age 74    
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Issues  / concerns Case 3 YN,   age 74 

1.Are the bladder / Vaginal prolapse a cause for 

concern  issue!   Is there risk for thrush / infection?  

2.Should we add an SGLT2 Inhibitor 

3.Cautions with lower  body weight 

4.Cautions with pre operative / fasting procedures 

Thank you  
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Trials in Heart Failure

13

Sotagliflozin (SOLOIST) Studies in patients with diabetes who were hospitalized with HF    2020 / 2021  



DAPA HF  - large world wide study 





DAPA HF    summary 

Dapagliflozin   in addition to standard therapy

• Reduces  worsening HF / admissions  

• Reduced death both CV and all cause death 

• Substantial risk reduction (compositive end point  of a 26% risk 

reduction) in mortality / admissions across all groups  including 

non Type 2 diabetics  across a wide range of HBA1c levels 

Tolerated well  

• Fewer adverse events in DAPA group versus Placebo 

• Improved QOL measured on Kansas City Questionnaire  

• Benefits seen early after introduction   

DAPA – HF Trial 

• LVEF <40%,    EGFr >30 ,  Inc NYHA class `11- IV  ( 11% pts Sac Val) 



EMPEROR –Reduced     summary 

Empagliflozin   in addition to standard therapy

• Reduces  worsening HF / admissions  / Reduced CV death 

• Risk reduction (compositive end point  of a 25% risk reduction) 

Tolerated well  

• Fewer adverse events in EMPEROR-Reduced group v Placebo 

• Improved QOL measured

• Reduced decline in eGFR 

EMPEROR-Reduced  HF Trial 

• LVEF <40%,    EGFr >20 ,  Inc NYHA class 11- IV   

Recent meta-analysis of the DAPA-HF and EMPEROR-Reduced trials found no 

heterogeneity in CV mortality. Hence dapagliflozin or empagliflozin are recommended, 

in addition to OMT with an ACE-I/ARNI, a beta-blocker and an MRA, for patients with 

HFrEF regardless of diabetes status 



Local guidance (SEL)  

Dapagliflozin   is approved for use in HF in patients without DM.

Empagliflozin 

• approved by NICE and may be prescribed by hospital teams but all HF 

prescribing will be from the hospital   

• Aim is  for May IMOC approval- it usually takes about 3 months from NICE 

approval to local guidance and approvals.

SGLT2i in HF are initiated by a HF specialist (doctor, nurse or pharmacist in 

hospital or community settings) and first month issued but then followed up 

by primary care. In exceptional circumstances, such as prescriber 

unavailable, GP may be asked to initiate but they may refuse this request.

The guidance for dapagliflozin in patients with HF and DM is going to IMOC 

this month for approval.

For Sacubitril Valsartan  - formulary change application from amber 3 (shared 

care) to amber 2 in line with SGLt2is in HF  from end of May also..











Proposed Mechanism of Cardiovascular Benefits

www.radcliffeeducation.com

cfrjournal.com  

http://www.radcliffeeducation.com/


SGLT2 I   mode of action 



Impact of SGLT2 Inhibition on Cardiovascular Disease



Canagliflozin -Invokana

Dapagliflozin - Forxiga 

Dapagliflozin  -Edistride 

Empagliflozin  -Jardiance 

• Ebymect (Dapagliflozin/metformin

• Synjardy (Empagliflozin / Metformin)

• Vokanamet (Canagliflozin / Metformin)

• Xigduo (Dapagliflozin / Metformin)

– Sotagliflozin (SOLOIST) 

– Ertugliflozin  (VERTIS CV)  





Dear Sally-Anne

A big thank you  for all the support

You will be missed  

All the very next for next role  and enjoy 

life  

You are always welcome back 

?



Summary of Heart Failure Outcomes in SGLT2 Inhibitor Clinical Studies



Rachel Howatson talked through the draft guidelines for use of SGLT2 inhibitors for HF patients without diabetes – attached. 

Action: Please let Rachel have any comments on the guidelines.

Despite Dapa having Green status for use with patients with diabetes, NICE is recommending that it is Amber for HF patients. A 

number of concerns were raised regarding delays to initiation due to the lack of prescribers, particularly in SWL. SGLT2i in HF

without DM will still have to be amber- as NICE states start on advice of a specialist- however Rachel will propose a formulary 

change to Amber 1 rating: Treatment can be initiated in primary care after a recommendation from an appropriate specialist. It 

was stressed that these patients would all be followed-up by HF specialists as currently all HFrEF patients. Action: To 

support this proposal, please send Rachel examples of waiting lists and avoidable hospital admissions as evidence that 

patients are not receiving appropriate therapies in a timely fashion. Sally-Anne to provide Rachel with details regarding NMPs 

across South London. Rachel to draft formulary change submission.

There is still no progress on the guidelines for patients with HF with diabetes. This is hopefully going to IMOC this month.

A formulary change submission for sacubitril/valsartan going from Amber 2 to Amber 1 is going to IMOC this month – submission 

attached. This will remove the need for TOC forms.

NT-proBNP reporting – further to the discussion at the last meeting, the attached document has been drafted for use by SWLP 

reporting. This is in line with wording used across London, although the rest of London will not be using age cut-offs. It was 

agreed that ng/L would be used throughout. Action: please send any comments to Sue.

PIFU for heart failure – the lead consultant and HFNS should have received an invite to the PIFU event on 19th May. This is an 

opportunity to get an overview of the recent guidance on PIFU with HF patients, to hear from trusts who have already 

implemented this and start the process of reaching a Pan-London consensus on how this will work.

North London Priorities – it was agreed in general that SL would align with NL where appropriate. NL were more advanced in terms 

of engagement with primary care and further forward with digital innovations, such as remote monitoring and the use of 

apps. Does ORTIS have a role in HF – potentially in the future, initially it is being rolled out across cardiac surgery. It was also 

identified that PASs sich as EPIC and Cerner could be used to facilitate virtual wards etc. Action: it was suggested that a rep 

from NL ODN be invited to the next meeting, with a view to looking at HF templates for primary care referrals and management.

Primary Care Engagement – this has proved to be a long standing challenge in terms of identifying GPs to engage with. It was 

recognised that have Nicola Jones’s involvement was extremely beneficial and we need to replicate this in SEL. There is CPIP 

funding at ODN level to facilitate GP engagement. It was suggested that perhaps a separate meeting should be set-up to 

engage with primary care at a time which worked for them to explore ways to engage. Action: Alice to raise needs for reps at 

SEL and SWL level. Members of this group to volunteer to be involved in such a meeting and send through names of potential 

GPs to approach.


