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What will 
happen in this 

workshop

▪ 1. Background to why I am presenting this topic

▪ 2. Understand basic principles of cardiac failure 

(short video)

▪ 3. Newest classification in cardiac failure & new 

society guidelines

▪ 4. Clinical case discussion

▪ 5. 3 questions for the audience

▪ 6. Diagnosis, investigation and management of 

cardiac failure patients according to classification



Is heart failure 
a significant 

problem?

▪ In 2008 cardiovascular disease is the most common 

non-communicable cause of death in SA

▪ 2022 6177 people per 100 000 population in SA 

(increased by 5 % from 2017)

▪ Africa highest case fatality rates 34%, double the 

world average 16% (INTER-CHF study 2016)

▪ 5 year mortality 42 to 60 % (Sub Saharan Africa)¹

1. Adesuyi A. Ajayi, M.D(2020). Explaining Heart failure hyper-morality in Sub Sharan Africa. j.jnm, 

112(2) 141 – 154.



Is heart failure 
a significant 

problem

▪ Little documented about our high readmission rates 

in District Hospitals, as well as mortality rates

▪ Suspect much higher for those assessed at GSH

▪ High cost to system and our patients



Why do family 
physicians 

need to know 
this?



Understanding 
cardiac failure



Causes
Cardiac failure

▪ S Afr Med J 2018;108(2):94-98. 

DOI:10.7196/SAMJ.2018.v108i2.12519

S Afr Med J 2018;108(2):94-98. DOI:10.7196/SAMJ.2018.v108i2.12519

What we are looking 

for with history and 

clinical exam



Causes of 
heart failure

Adult Hospital Level EDL 2019





▪ From: Mark H. Drazner.  The progression of Hypertensive Heart disease. 

Circulation.2011;123L327-334



Classification 
Heart failure
according to 

ESC 2022



Symptom 
based 

classification



LEFT VS RIGHT
symtoms



Clinical 
assessment of 

the cardiac 
failure patient

▪ You have a 60 year old Hypertensive and Diabetic 

patient that presents to your clinic with 4 day history 

of shortness of breath and leg swelling.  He had to sit 

up at night due to shortness of breath.  He had no 

history chest pain.  

▪ BP 150/100 P110 RR 26 hgt 6

▪ Please discuss in groups of 2/3 (as you sitting) 

▪ What will you look for in your clinical examination?

▪ What will the side-room and special investigations 

include?



What do you 
understand?

1. Which of the following is correct (could be more than 

one answer):

A patient with uncontrolled hypertension presents to you 

with shortness of breath.  You do not find any clinical 

signs of cardiac failure. Her sats is 100 % on room air.

a) You can consider the cost-benefit of doing a pro BNP  

rule out cardiac failure or confirm it

b) You think it is most likely systolic cardiac failure

c) The treatment will consist of an ACE – inhibitor/ARB, 

a loop diuretic and a b-blocker

d) You can try and do a cardiac ultrasound to determine 

the ejection fraction in conjunction with telemedical 

aid



What do you 
understand?

2.  A hypertensive patient presents to you with clear fluid 

overload.  He has peripheral oedema to the knees, a 

raised JVP.  He is not desaturating. Which of the 

following is correct?

a) You can treat him as an outpatient as the hospital is 

under bed pressure

b) You can start him on ivi diuresis on the same dose of 

his chronic diuretic use

c) You will continue the same dose intravenous diuresis 

until the peripheral oedema resolve

d) You can switch over to oral furosemide in the ward 

fairly quickly

e) If the patient does not respond to intravenous loop 

diuretics, hydrochlorotiazide can be added

f) This patient will need ACE-inhibitor, loop diuretics 

and carvedilol (slowly uptritrated when no creps on 

chest)



What do you 
understand

3. Which of the following statements regarding the 

management of cardiac failure is true:

a) Add spironolactone for all patients with systolic or 

HFrEF with class III or IV heartfailure already on an 

ACE-inhibitor/ARB 

b) Add digoxin to all patients who is still symptomatic 

with HFrEF on ACE-Inhibitor/ARB and B blocker, loop 

diuretic and spironolactone.  However not if patient is 

in renal failure, elderly, low body mass index or 

hypokalaemic.

c) Carvedilol is contraindicated in a COAD patients with 

systolic HFrEF

d) Carvedilol can be safely used in a patient with 

Asthma and systolic HFrEF

e) The optimum treatment of a patient with Right sided 

isolated heart failure involves a diuretic, beta blocker 

and ACE-inhibitor



Diagnosis

Price nhls proBNP R466

Price in District hospital bed – R1543. day 

(Day et al., 2011)

ESC guidelines 2022



Pro BNP

▪ Sensitivity 91% and specificity 91%

▪ More than 125pg/ml is positive for heart failure

▪ Other causes for elevated pro BNP include:

▪ AF, increasing age, renal failure and proBNP may be 

lower than expected in obese patients



Pro-BNP
In those with 
symptoms, 
but you are 

sure 



Investigating 
cardiac failure



A deducted 
classification
according to 
treatment 
principles

▪ Right sided heart failure (preload, CLD)

▪ Biventricular cardiac failure (DCMO) and HFrEF (Left 

sided)

▪ HFpEF (diastolic disfunction in context HPT)



1. Right heart 
failure

dilatation RV 
due to CLD

▪ Most commonly due to CLD

▪ Dilatation of the Right ventricle and atrium



2. Biventricular 
heart failure or 
HFrEF (systolic 
dysfunction) 





Treatment 
systolic 

dysfunction 
EDL 2019



Treatment 
systolic 

disfunction 
EDL 2019



Treatment 
systolic 

dysfunction 
EDL 2019



B blocker, 
cardiac failure 

Common classes

B1 receptors inhibitors (cardioselective) – bisoprolol, 

metoprolol, atenolol

Inhibit B1 and B2 inhibitors (smooth muscle)receptors 

(non cardioselective) carvedilol, propranolol, labetalol, 

timolol



B blockers, 
cardiac failure 

and COAD



Asthma, 
cardiac failure 
and b blockers



Loop diuretics 
and AHF



Diuretics
ESC 2022 
guidelines

▪ Poor response to loop diuretic – addition of diuretics 

acting on different sites namely thiazides

▪ BUT monitor serum e and renal function

▪ Decrease diuretic dose when negative fluid balance 

obtained

▪ NB Care must also be taken to avoid patients being 

discharged from hospital with persistent congestion 

as this is Evidence based of increased deaths and 

rehospitalisation



vasodilators

▪ Indicated (nitroprusside) where pulmonary oedema 

is caused by increased afterload and mainly fluid 

retention in lungs – dilate venous and arterial vessels

▪ *however recent rct did not find evidence for NP to 

be better than loop diuretics





Additional 
therapy



3. HFrEF
(diastolic 

disfunction in 
hypertensive 

context) 





Mx risk factors 
in HFpEF



ECHO
or CARDIAC 
ultrasound 

with 
telemedicine

▪ TO CONFIRM CARDIAC FAILURE WHERE DOUBT

▪ TO look for evidence of ischaemic heart disease 

(HYPOKINETIC LV/SEPTUM)

▪ TO determine EF if less  40 % as an indication for 

CARVEDILOL

▪ To exclude isolated Cor pulmonale

▪ To exclude pericardial effusion causing acute Right heart 

failure

▪ IN IHD – WE WANT TO USE ATENOLOL IN EF 40 OR 

MORE (HR control)

▪ To show if Valvular pathology causing heart failure

▪ TO look at acute Aorta stenosis as cause for acute 

cardiac failure



▪ https://youtu.be/mLS7Clrly9s?feature=sharedhttps:/

/youtu.be/mLS7Clrly9s?feature=shared

https://youtu.be/mLS7Clrly9s?feature=sharedhttps://youtu.be/mLS7Clrly9s?feature=shared
https://youtu.be/mLS7Clrly9s?feature=sharedhttps://youtu.be/mLS7Clrly9s?feature=shared


Aorta stenosis 
as cause 

cardiac failure

▪ TAVI (Transcatheter aorta valve replacement)



When to 
refer?

EDL 2019



Defibrillators





Iron deficiency 
and cardiac 

failure

Serum ferritin less 100 

or 100 to 299 with a TF 

sats less 20%

& 

Heart failure 

Consider IVI iron



Arrythmias
and cardiac 

failure



Post partum ▪ Bromocriptine and  specialist consultation for echo



Non 
pharmacologic
al treatment

1. Educate about the disease and prognosis

2. Medication: joint decision always bring meds with 

and to understand meds, especially how loop 

diuretics could be altered

3. To encourage regular exercise and to adapt to 

circumstances

4. Sleep and rest is important (recognise obstructive 

elements)

5. Fluids: To avoid large volumes restrict 1.5 to 2 L per 

day but increase if high heat/N and V

6. Dieet – avoid more than 5g/day salt

7. Alcohol – abstain or avoid excessive use

8. Immunise to pneumococcal and influenza

9. Stop smoking and taking recreational drugs

10.Recognise changes in signs and symptoms



THINK CAUSE
treat cause

Uncontrol
led 

underlyin
g disease

THYROTOXICOSIS 

TIGHT AS
Valvular 
disease

ANAEMIA

FAST AF 

Other:

IHD

Pericardial effusions

Massive PE

Myocarditis

ETOHx



What do you 
understand?

1. Which of the following is correct (could be more than 

one answer):

A patient with uncontrolled hypertension presents to you 

with shortness of breath.  You do not find any clinical 

signs of cardiac failure. Her sats is 100 % on room air.

a) You can consider the cost-benefit of doing a pro BNP  

rule out cardiac failure or confirm it

b) You think it is most likely systolic cardiac failure

c) The treatment will consist of an ACE – inhibitor/ARB, 

a loop diuretic and a b-blocker

d) You can try and do a cardiac ultrasound to determine 

the ejection fraction in conjunction with telemedical 

aid



What do you 
understand?

2.  A hypertensive patient presents to you with clear fluid 

overload.  He has peripheral oedema to the knees, a 

raised JVP.  He is not desaturating. Which of the 

following is correct?

a) You can treat him as an outpatient as the hospital is 

under bed pressure

b) You can start him on ivi diuresis on the same dose of 

his chronic diuretic use

c) You will continue the same dose intravenous diuresis 

until the peripheral oedema resolve

d) You can switch over to oral furosemide in the ward 

fairly quickly

e) If the patient does not respond to intravenous loop 

diuretics, hydrochlorotiazide can be added

f) This patient will need ACE-inhibitor, loop diuretics 

and carvedilol (slowly uptritrated when no creps on 

chest)



What do you 
understand

3. Which of the following statements regarding the 

management of cardiac failure is true:

a) Add spironolactone for all patients with systolic or 

HFrEF with class III or IV heartfailure already on an 

ACE-inhibitor/ARB 

b) Add digoxin to all patients who is still symptomatic 

with HFrEF on ACE-Inhibitor/ARB and B blocker, loop 

diuretic and spironolactone.  However not if patient is 

in renal failure, elderly, low body mass index or 

hypokalaemic.

c) Carvedilol is contraindicated in a COAD patients with 

systolic HFrEF

d) Carvedilol can be safely used in a patient with 

Asthma and systolic HFrEF

e) The optimum treatment of a patient with Right sided 

isolated heart failure involves a diuretic, beta blocker 

and ACE-inhibitor



OUR GOAL
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