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NOVARTIS HEART FAILURE PRIMARY CARE 
NETWORK VIRTUAL MEETING  
MEETING HELD ON 2ND DECEMBER 2020, 6:30PM – 8:30PM 

INTRODUCTION 

The second Novartis Heart Failure Primary Care Network Virtual meeting was held on 2nd December 2020. The 

meeting was chaired by Dr Jim Moore, a GP from Gloucestershire and current President of the PCCS and Professor 

Ahmet Fuat, GP and Professor of Primary Care Cardiology at Durham University. The webinar was open to PCN 

cardiovascular leads, GPwERs and healthcare professionals based in primary care (general practitioners, practice-

based pharmacists, practice nurses) who are passionate about improving the Heart Failure (HF) patient pathway 

within their area. 

CHAIRPERSONS’ ADDRESS 

The meeting began with Professor Fuat reminding the group of the aims of the Heart Failure Primary Care Leaders 

Network, described as a group of like-minded individuals motivated to improve care for HF patients in their own 

localities, and sharing their experience and expertise to make it happen. Established by the Primary Care 

Cardiovascular Society (PCCS) in conjunction with Novartis, the network has been established to offer a framework 

for HF primary care leaders to share best practice, share challenges and ideas, discuss potential solutions, 

encourage discussion on a variety of relevant HF topics and network with each other and meet others in a similar 

position. 

Dr Moore then commented that there has never been a more exciting time to be a healthcare professional working 

with a HF specialist interest. Whereas HF has previously been something of a ‘Cinderella’ area, in the last year it has 

become one of the mainstream areas within cardiology and was recognised as such at the British Society for Heart 

Failure (BSH) annual conference, with Nick Linker, National Clinical Director for Heart Disease, commenting on how 

important heart failure has become. Moreover, the PCCS faculty are confident, from a primary care perspective, 

that HF will be included within the primary care CVD Direct Enhanced Service (DES), although it is believed there 

may not be a large HF focus in this year’s DES. However, there is still a long way to go in terms of raising awareness 

of HF.  

In recent months there have been several important publications on HF, including Heart Failure—The hidden costs 

of late diagnosis1, Heart Failure: A blueprint for change2 and CVD prevention during the COVID pandemic3 (all 

available on the PCCS website). In addition, there have been important developments around the availability of 

drugs in HF, with SGLT-2 inhibitors now licensed for use in heart failure with reduced ejection fraction (HFrEF)4.  

These events have been particularly important as they have driven healthcare professionals out of their silos and 

into dialogue with each other, with an example of this being the Cardio Renal Metabolic (CaReMe) group which has 

included representation from British Cardiovascular Society, the Renal Association and the Association of British 

Clinical Diabetologists together with the PCCS and Primary Care Diabetes Society (PCDS). There have been 

publications from CaReMe around HF5 and the work has highlighted the importance of the relationship between 

type 2 diabetes and HF. Dr Moore concluded by adding that the PCCS remains very much at the heart of national 

dialogue on HF, working closely with NHSE, BSH, Industry and patient groups. 
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REFLECTIONS ON THE PCCS CONFERENCE 2020  

The PCCS was very pleased with the positive feedback received for the conference and Dr Moore summarised the 

outcomes of the meeting. There were three major themes, with the first covering the important role of primary 

care in monitoring HF, the second highlighting the work being done to keep HF patients out of hospital and the 

third discussing the important role that primary care plays in the diagnosis of HF. Dr Moore highlighted the 

important role that primary care physicians play in the diagnosis of HF and urged colleagues to remain alert for 

signs of HF. He added that ~80% of patients with HF receive their diagnosis within secondary care, with 50% of 

diagnoses being made acutely; however, the majority of these patients are seen in primary care before presentation 

in secondary care. This represents an important opportunity to improve care, as outcomes are worse for patients 

with left ventricle failure who are acutely challenged, and the earlier the diagnosis the better. Highlighting the 

recent work carried out by Roche, Dr Moore added that ~80% of England does have access to NT-proBNP testing, 

but there is a 10-fold variation in use of the test within regional labs. Early HF is difficult to diagnose but it is 

important to raise awareness that one simple NT-proBNP blood test can aid diagnosis in patients where there is a 

suspicion of HF, with values <400 pg/ml indicating that the patient is very unlikely to have HF and values >400 pg/ml 

indicating that patients should be urgently referred for further investigation. Other topics discussed at the 

conference included the importance of monitoring for HF and multiple long-term conditions assessments, and 

patient education in self-care for HF.  

WHAT WE CAN DO IN PRIMARY CARE TO IMPROVE THE HF PATHWAY?  

The next sessions focussed on exploring what we can do in primary care to improve the HF pathway, with speakers 

sharing guidelines, algorithms and booklets to support improvements in HF services. Dr Matt Fay kicked off this 

session by discussing breathlessness pathways for primary care and this was followed by Dr Moore providing an 

overview of the new CaReMe algorithm for heart failure. Lastly, Professor Fuat presented a suggested template for 

heart failure primary care reviews . 

Dr Fay began by highlighting that breathlessness was a difficult challenge in primary care, as there are so many 

possible causes. An algorithm was developed in Bradford early on during the COVID pandemic to help provide GPs 

with a structured approach to thinking through the problem and had been developed to provide a simple approach 

for primary care. Moving on to describe the management of left ventricular systolic dysfunction (LVSD), Dr Fay 

described a further simple algorithm for the COVID era, minimising blood tests and healthcare professional visits / 

hospital visits whilst maintaining the standard of care. Dr Fay highlighted that key to the success of this model was 

the use of phone reviews for basic measurements, such as weight, blood pressure, heart rate and the assessment 

of hypotensive symptoms, and the titration of medicines. Dr Fay concluded by reminding attendees to think about 

HF in the breathless patient, the cardiovascular patient and the atrial fibrillation patient. In particular, he 

underscored the opportunity to add further questions during the routine Quality Outcomes Framework (QoF) 

assessment in CV patients to look for symptoms such as orthopnoea, paroxysmal nocturnal dyspnoea (PND), 

breathlessness and long-standing hypertension, which may be indicators of HF. He also recommended to take a 

detailed look at preventative medication if this was found to cause hypotension, by reviewing all drugs and 

identifying those that may no longer be needed, rather than just focusing on the most recent medication added. 

Finally, Dr Fay added that PCCS members are welcome to email him if they would like to receive copies of the 

pathways outlined in his talk.  

An active discussion followed Dr Fay’s talk, which began with a focus on LVSD management. Dr Fay commented 

that the recommendation to commence ramipril followed by Entresto in symptomatic LVSD patients, for both 

those who have severe LVSD identified via an echocardiogram and those who do not, was developed for several 

reasons. Firstly, simple algorithms are more likely to be followed. Secondly, some GPs are reluctant to start patients 

on Entresto, preferring to begin with ramipril and move over to Entresto once they gain confidence. Thirdly, whilst 
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NICE guidance recommends that Entresto should be given in cases of severe LVSD, the license is slightly wider than 

that.  

 

 

Figure 1. The Bradford structured investigation for breathlessness algorithm  

Next, a question from a member highlighted the British and Irish Hypertension Societies’ excellent resource on 

blood pressure monitors. This could be used to support patients in home BP monitoring, and the resource was 

highly recommended by the PCCS committee6. This was followed by a discussion of the linear algorithm for 

symptomatic LVSD medicines management, and Dr Fay recognised the challenges in completing the dose 

titrations in many patients and commented that in practice each drug should be titrated up to the maximum 

tolerated dose before moving on to the next column.  

Dr Moore commented that in his opinion most patients are not receiving a high enough dose of diuretics. Reminding 

attendees of the mechanism of action of the loop diuretics, Dr Moore commented that reabsorption of sodium via 

the distal tubules in the kidney can lead to a reduction in efficacy and recommended the introduction of thiazides 

when loop diuretics are prescribed. Lastly, Dr Fay commented on the importance of talking to patients about their 

own ability to have control over loop diuretics via weight measurements and taking advantage of telephone 

consultations to calculate their dry weight in collaboration with their GP. This would then able the patient to have 

some control in the titration of their medications.   

Moving on to discuss international guidance for the management of HFrEF, Dr Moore provided an overview of the 

five pillars of HFrEF therapy: angiotensin receptor neprilysin inhibitor (ARNi), angiotensin-converting-enzyme 

inhibitors (ACEi) or angiotensin receptor blocker (ARB), mineralocorticoid receptor antagonists (MRA), β blocker 

and sodium-glucose co-transporter-2 inhibitor (SGLT-2i). Highlighting the recent evidence from the DAPA-HF7 and 

EMPEROR-reduced8 trial, Dr Moore noted that the addition of SGLT-2i has been shown to lead to a significant 

benefit in terms of hospitalisation for HF, CV deaths and quality of life in patients with HFrEF, whether patients 

have type 2 diabetes or not. Dapagliflozin is licensed for 10mg once daily and leads to minimal metabolic upset and 
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only very minor temporary changes in EGFR. The new NICE STA on dapagliflozin in HFrEF will be published shortly 

and is eagerly anticipated. Dr Moore then highlighted an excellent piece of research published in the Lancet9, which 

highlighted that cutting-edge therapy for HFrEF (ARNi, β blocker, MRA and SGLT-2i) is associated with significant 

benefits in terms of reductions in CV death, hospital admissions and all-cause mortality, as compared to standard 

therapy (ACEi / ARB and β blocker). For an average 55-year-old, the cutting-edge treatment was found to be 

associated with an additional 8.3 years free from cardiovascular death or first hospital admission for heart failure. 

Dr Moore concluded by sharing the CaReMe UK algorithm for heart failure management, which had been adapted 

from the current NICE algorithm.  

 

Figure 2. The CaReMe algorithm for heart failure 

Professor Fuat moved on to highlight sections of the Heart Failure primary care diagnostic and treatment pathway 

booklet, which he had developed with colleagues to support decision-making in primary care. Professor Fuat 

reminded attendees that HF is a condition associated with high mortality, morbidity and healthcare costs. HF is 

now recognised within the QoF and PCCS had been instrumental in this decision. The aim is to ensure every PCN 

has a CVD lead, and this could be a GPSI, GP, clinical pharmacist or nurse and PCCS will play a lead role in delivering 

education around this. 

Professor Fuat ran through a suggested template for HF reviews and highlighted the inclusion of two infographics 

developed in collaboration with Novartis on “Top tips for reviewing patients with chronic heart failure in a virtual 

consultation” and “Top tips for heart failure specialist nurses when reviewing patients with chronic heart failure in 

a virtual consultation”. The infographics provide comprehensive support and act as prompts for appropriate 

questions to ask during a virtual consultation and are available on the PCCS website.  

In the discussion session that followed, Professor Fuat was asked if the booklet dovetails with existing systems like 

Ardens, which provides ready-made templates for use in GP clinical systems. Dr Moore commented that the HF 

review template in Ardens is good; the new booklet is similar to this and covers the same points.  
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Recognising that there is often a focus on improving care for new incident heart failure patients, one attendee asked 

if the speakers knew of any work that had been carried out on recalling existing heart failure patients whose 

treatment was suboptimally managed. Dr Fay commented that the pharmacy team in Bradford had worked to carry 

out medications reviews for existing patients and had used this data to upgrade the use of statins in heart failure 

patients. Dr Fay added that there is a real opportunity for PCN pharmacists to conduct similar medications reviews 

to improve care. 

CONCLUDING REMARKS  

Dr Moore closed the meeting by commenting that over the last year the PCCS has changed beyond all recognition. 

Membership has continued to grow dramatically, and the faculty were hoping that the membership would reach 

1,000 members by the end of the year. With this comes a responsibility for the committee to not only represent its 

membership but also to recognise the important role the PCCS can and should play in education. Dr Moore added 

that the PCCS is keen for members to get in touch with suggestions for content for future meetings. Dr Moore 

concluded by thanking the attendees, speakers and Novartis.  

For information on how to get involved, for further updates and details of future Novartis Heart Failure Primary 

Care Network meeting events, please keep an eye on the PCCS website (https://pccsuk.org/2020/en/page/novartis-

hf-pc-leaders-network-landing-page) or get in touch with the PCCS secretariat (admin@lcwconsulting.co.uk). 
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