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I would like to acknowledge the Traditional Owners of this Land 

on which we are meeting today. 

I would also like to pay respect to the Elders past, present and emerging.



Epidemiology

• Heart failure (HF) causes substantial morbidity and mortality, and currently 
affects at least 38 million people worldwide1 and ~ 480,000 adult 
Australians.2

• HF imposes a significant burden on healthcare resources.

• In 2015–16 there were ~ 173,000 HF hospitalisations, representing 
1.6% of all hospitalisations in Australia.3

• Survival rates for acute heart failure  at 1-month in contemporary studies 
are consistently around 80% and 57-80% at 1 year.4, 5

• Survival rates for chronic heart failure range from 81-91% at 1 year and 
52-63% at 5 years.6, 7

1. Vos T, et al. Lancet. 2012;380(9859):2163-96.
2. Chan YK, et al. BMC Health Serv Res. 2016;16(1):501.
3. Australian Institute of Health and Welfare (AIHW). 

2017.
4. Blackledge HM, et al. Heart. 2003;89(6):615-20.

5. Parenica J, et al. European journal of internal medicine. 
2013;24(2):151-60.

6. Tsutsui H, et al. Circ J. 2007;71(4):449-54.
7. Taylor CJ, et al. Fam Pract. 2017;34(2):161-8.



Background

• These guidelines have been developed to assist Australian clinicians in the 
prevention, diagnosis and management of HF in adults.

• They are informed by recent evidence interpreted by local experts to 
optimise application in an Australian context.

• They will replace the 2011 NHFA/CSANZ guidelines.1

1.National Heart Foundation of Australia and the Cardiac Society of Australia and 
New Zealand (Chronic Heart Failure Guidelines Expert Writing Panel). 2011.



Working Group 

• The guideline working group was facilitated by the NHFA, in partnership 
with the CSANZ.

• An expert working group was appointed comprising cardiologists, nurses, 
general practitioners, a clinical pharmacologist and general physician, an 
electrophysiologist, an exercise health and professional epidemiologist, 
and a consumer representative. 

• A reference group was established comprising appointed representatives 
of key stakeholder organisations with national relevance in the provision of 
HF care in Australia.



The process for developing the 
guidelines: literature review

• The working group generated clinical questions to form the basis of 
external literature searches in consultation with the clinical expert 
committees of NHFA and CSANZ and the reference group.

• Conducted by an external reviewer (Joanna Briggs Institute). 



The process for developing the 
guidelines: governance

• Processes in place to ensure transparency, minimise bias, manage conflict 
of interest, and limit other influences during development.

• Recommendations developed using GRADE methodology (Grading of 
Recommendations Assessment, Development and Evaluation)

• Strength of recommendation (weak or strong) AND

• Quality of evidence 



The process for developing the 
guidelines: review

• Public consultation period of 21 days in April 2018 on the draft manuscript

• NHFA and CSANZ clinical committee approval prior to and after public 
consultation

• NFHA and CSANZ board approval after public consultation

• Reviewed by key stakeholder organisations (reference group) prior to and 
after public consultation

• Endorsed by key stakeholder organisations

• Publication in peer review journals August 2018



What is new compared to the 2011 
guidelines?
• Prevention

• SGLT2 inhibitors in diabetes associated with cardiovascular disease

• Diagnosis and classification

• Clearer classification (HFrEF vs. HFpEF)

• New diagnostic algorithm

• Role of CTCA, CMR, bone scintigraphy and genetic testing in workup 

• Management – incorporating recent evidence 

• Angiotensin receptor neprilysin inhibitor

• Telemonitoring/ telephone support and nurse-led medication titration

• Implantable cardioverter defibrillators

• Cardiac resynchronisation therapy

• Percutaneous valve procedures

• Atrial fibrillation ablation

• “Nutraceuticals” 



What is different compared to 
international guidelines?

• GRADE methodology (also used in Canadian guidelines)

• Classification (no mid-range EF group)

• BNP/NT-proBNP cut-offs in ambulatory setting

• Treatment recommendations for heart failure with mild reduction in LVEF

• Telemonitoring/ telephone support and nurse-led medication titration

• Strength of recommendation for ICD therapy in DCM

• CRT recommendations do not include QRS morphology

• TAVI recommendation includes intermediate risk patients

• AF ablation



Recommendations



Definition of heart failure 

• HF is a complex clinical syndrome with typical symptoms and signs that 
generally occur on exertion, but can also occur at rest (particularly when 
recumbent), that is secondary to an abnormality of cardiac structure or function 
that impairs the ability of the heart to fill with blood at normal pressure or eject 
blood sufficient to fulfil the needs of the metabolising organs. 

• Following the clinical diagnosis, HF is generally categorised according to whether 
it is associated with

• a reduced left ventricular ejection fraction (LVEF) below 50% (HFrEF) or

• a preserved LVEF of 50% or more (HFpEF) 



Definition of heart failure

Heart failure diagnostic criteria 

HFrEF HFpEF

• Symptoms + signs of heart failure

and

• LVEF <50%* 

*If LVEF mildly reduced (LVEF 41-49%), additional criteria 

required (e.g. signs of heart failure; diastolic dysfunction with 

high filling pressure demonstrated by invasive means or 

echocardiography or biomarker testing)

• Symptoms + signs of heart failure

and

• LVEF ≥50%

and

• Objective evidence of:

o Relevant structural heart disease (LV 

hypertrophy, left atrial enlargement)

and/or

o Diastolic dysfunction, with high filling pressure 

demonstrated by any of the following:

▪ invasive means (cardiac catheterisation) 

▪ echocardiography

▪ biomarker (elevated BNP or NT proBNP)

▪ exercise (invasive or echocardiography)



Prevention of heart failure

Recommendation GRADE 

strength of 

recommendation

GRADE quality 

of evidence

Blood pressure1 and lipid lowering2 according to published guidelines are 

recommended, to decrease the risk of cardiovascular events and the risk of 

developing HF. 

Strong High

Sodium-glucose cotransporter 2 (SGLT2) inhibitors are recommended in patients 

with type 2 diabetes mellitus associated with cardiovascular disease and 

insufficient glycaemic control despite metformin, to decrease the risk of 

cardiovascular events and decrease the risk of HF hospitalisation3

Strong High

Angiotensin converting enzyme (ACE) inhibitors are recommended in patients 

with LV systolic dysfunction to decrease the risk of developing HF.4

Strong High

1.Ettehad D, et al. Lancet. 2016;387(10022):957-67.
2.Preiss D, et al. Eur Heart J. 2015;36(24):1536-46.
3.Zhang XL, et al. J Am Heart Assoc. 2018;7(2).
4.The SOLVD Investigators. N Engl J Med. 1992;327:685-91.



Diagnosis of heart failure

Recommendation GRADE 

strength of 

recommendation

GRADE quality of 

evidence

Plasma B-type natriuretic peptide (BNP) or N-terminal proBNP (NT 

proBNP) levels are recommended for diagnosis in patients with 

suspected HF, when the diagnosis is uncertain.1

Strong High

A transthoracic echocardiogram is recommended in patients with 

suspected HF, to improve diagnostic accuracy, and in patients with a 

new diagnosis of HF, to assess cardiac structure and function 

(including the measurement of LVEF), assist in classification and 

therefore guide management.2

Strong Low

1.Doust JA, et al. Arch Intern Med. 2004;164(18):1978-84.
2.Nagueh SF, et al. J Am Soc Echocardiogr. 2016;29(4):277-314



Diagnostic workup of 
a patient with 
suspected heart 
failure 

Adapted from Tomlinson S, Atherton JJ. Heart failure - The crucial role of the GP. MedicineToday 2018;19:19-27 with permission. 



Diagnosis  – practice points 

• The single most useful investigation is the echocardiogram. However, if 
the diagnosis is unclear and an echocardiogram cannot be arranged in a 
timely fashion, measurement of either plasma BNP or NT proBNP has 
been shown to improve diagnostic accuracy. 

• Evaluation of coronary arteries should be guided by the presence or 
absence of symptoms of coronary disease and the pretest probability of 
coronary artery disease.



Diagnosis - when to consider early referral 
in the community (red flags)

When to consider early referral in the community setting (red flags)

Symptoms • Orthopnoea

• Paroxysmal nocturnal dyspnoea

• Syncope

• Ischaemic chest pain

Signs • Tachycardia (heart rate >100 beats/min.)

• Bradycardia (heart rate <40 beats/min.)

• Hypotension (systolic BP <90 mmHg)

• Hypoxaemia

• Gallop rhythm

• Significant heart murmur

Investigations • Evidence of ischaemia or infarction on 12-lead ECG

• Pulmonary oedema on chest X-ray

• Raised cardiac troponin level

• Moderate or severe valvular heart disease on echocardiography

• LVEF ≤ 40%

• Ischaemia on stress testing 



Management



Management of heart failure

• The management of acute HF should be guided by the patient’s vital signs, 
oxygen saturation, and the presence or absence of congestion and 
hypoperfusion. 

• Management includes intravenous diuretics in most patients accompanied 
by the selected use of oxygen therapy (if hypoxaemic), positive pressure 
ventilation, vasodilators and inotropes

• Effective long-term management of HF is key to decreasing hospitalisation 
and improving survival. While a number of evidence-based interventions 
exist for HFrEF, none have been shown to reduce mortality in HFpEF.1

1. Atherton J et al. Heart Lung Circ (2018) 27, 1123–1208



Management 
of patients with heart 
failure with reduced 
ejection fraction 

Adapted from Tomlinson S, Atherton JJ. Heart failure - The crucial role of the GP. MedicineToday 2018;19:19-27 with permission. 



Pharmacological management

Recommendation GRADE 

strength of 

recommendation

GRADE quality of 

evidence

An ACE inhibitor is recommended in all patients with HFrEF associated with 

an LVEF less than or equal to 40% unless contraindicated or not tolerated to 

decrease mortality and decrease hospitalisation.1

Strong High

A beta-blocker (specifically bisoprolol, carvedilol, controlled or extended 

release metoprolol or nebivolol) is recommended in all patients with HFrEF

associated with an LVEF less than or equal to 40% unless contraindicated or 

not tolerated, and once stabilised with no or minimal clinical congestion on 

physical examination, to decrease mortality and decrease hospitalisation.2-5

Strong High

A mineralocorticoid receptor antagonist (MRA) is recommended in all 

patients with HFrEF associated with an LVEF less than or equal to 40% 

unless contraindicated or not tolerated, to decrease mortality and decrease 

hospitalisation for HF.6, 7

Strong High

1.Flather MD, et al. Lancet. 2000;355(9215):1575-81.
2.CIBIS Investigators and Committees. Lancet. 1999;353:9-13.
3.MERIT-HF Study Group. Lancet. 1999;353(9169):2001-7.
4.Packer M, et al. N Engl J Med. 2001;344(22):1651-8.
5.Flather MD, et al. Eur Heart J. 2005;26(3):215-25.

6.Pitt B, et al. N Engl J Med. 1999;341(10):709-17.
7.Zannad F, et al. N Engl J Med. 2011;364(1):11-21.
.



Pharmacological management

1.Granger CB, et al. Lancet. 2003;362(9386):772-6.
2.McMurray JJ, et al. N Engl J Med. 2014;371(11):993-1004.
3.Swedberg K et al. Lancet. 2010;376(9744):875-885.

Recommendation GRADE 

strength of 

recommendation

GRADE quality 

of evidence

An angiotensin receptor blocker (ARB) is recommended in patients with 

HFrEF associated with an LVEF less than or equal to 40% if an ACE 

inhibitor is contraindicated or not tolerated, to decrease the combined 

endpoint of cardiovascular mortality and HF hospitalisation.1

Strong Moderate

An angiotensin receptor neprilysin inhibitor (ARNI) is recommended as a 

replacement for an ACE inhibitor (with at least a 36-hour washout window) 

or an ARB in patients with HFrEF associated with an LVEF of less than or 

equal to 40% despite receiving maximally tolerated or target doses of an 

ACE inhibitor (or ARB) and a beta-blocker (unless contraindicated), with or 

without an MRA, to decrease mortality and decrease hospitalisation.2

Strong High

Ivabradine should be considered in patients with HFrEF associated with an 

LVEF of less than or equal to 35% and with a sinus rate of 70 bpm and 

above, despite receiving maximally tolerated or target doses of an ACE 

inhibitor (or ARB) and a beta-blocker (unless contraindicated), with or 

without an MRA, to decrease the combined endpoint of cardiovascular 

mortality and HF hospitalisation.3

Strong High



Pharmacological management

Recommendation GRADE 

strength of 

recommendation

GRADE quality 

of evidence

A diuretic should be considered in patients with HF and clinical symptoms, or 

signs of congestion, to improve symptoms and manage congestion.1
Strong Very Low

Unless a reversible cause has been corrected, neurohormonal antagonists 

(ACE inhibitors or ARBs or ARNIs, beta-blockers and MRAs) should be 

continued at target doses in patients with HF associated with a recovered or 

restored ejection fraction, to decrease the risk of recurrence.2

Strong Low

1.Faris RF et al. Cochrane Database Syst Rev. 2012(2):Cd003838.
2.Hopper I et al. J Card Fail 2014;20(7):522-32



Pharmacological management – practice 
points 

• Aim for the target doses used in the randomised controlled trials (RCTs) that 
showed the benefits of these drugs. 

• Most of the RCTs were conducted in patients with HF associated with an LVEF of 
less than 35%-40%; however, post-hoc analyses of patients with HF associated 
with a mild reduction in LVEF (LVEF 41-49%) enrolled in RCTs have reported 
similar benefits with beta blockers and drugs that antagonise the renin-angiotensin-
aldosterone system.1-3

• Patients with HFpEF are generally elderly with multiple comorbidities. 

• The main aims of treatment are to improve symptoms and quality of life and 
decrease hospitalisation. 

• While the evidence for neurohormonal antagonists is less robust, these agents 
are often used to manage comorbidities. 

• Low-dose spironolactone may be considered to decrease HF hospitalisation.4

1.Lund LH et al. Eur J Heart Fail. 2018 
2.Cleland JGF et al.Eur Heart J. 2018;39(1):26-35 
3.Solomon SD et al. Eur Heart J. 2016;37(5):455-62
4. Pitt B et al. N Engl J Med. 2014;370(15):1383-92.



Evidence summary for HFrEF management

*ARB should only be used if ACEi is contraindicated or not tolerated
**carvedilol, bisoprolol, metoprolol succinate, nebivolol

Evidence summary for HFrEF management

Treatment effect All patients Selected patients

Strong recommendation Weak recommendation

Decrease 

morbidity/ 

mortality

ACEI (or 

ARB*)

Beta 

blocker**

MRA

Switch ACEI or ARB to ARNI (LVEF <40%)

Ivabradine (SR >70 bpm, LVEF <35%)

Multidisciplinary HF disease management

Nurse-led medication titration

ICD (LVEF <35%, IHD)

CRT (SR, QRS >130ms, LVEF <35%)

AF ablation (paroxysmal/ persistent AF, 

LVEF <35%)

CABG (IHD, LVEF <35%))

VAD (intractable severe HF)

Heart transplantation (intractable severe 

HF)

ICD (LVEF <35%, DCM)

CRT (AF, QRS >130ms, 

LVEF<35%)

Hydralazine + nitrates

N-3 polyunsaturated fatty acids

Improve symptoms Diuretics (congested)

Exercise training (also decreases 

hospitalisation)

Intravenous iron (iron deficient)

Digoxin (refractory symptoms)



Non-pharmacological management

Recommendation GRADE 

strength of 

recommendation

GRADE quality of 

evidence

Referral to a multidisciplinary HF disease management program is 

recommended in patients with HF associated with high-risk features, to 

decrease mortality and rehospitalisation.1

Strong High

In areas where access to a face-to-face multidisciplinary HF disease 

management program after discharge is limited, patients should be 

followed up with a multidisciplinary telemonitoring or telephone support 

program.2

Strong Moderate

1. McAlister FA et al. J Am Coll Cardiol. 2004;44(4):810-819.
2. Inglis SC et al. Cochrane Database Syst Rev. 2015(10):CD007228.



Non-pharmacological management

Recommendation GRADE 

strength of 

recommendation

GRADE quality of 

evidence

Nurse-led medication titration is recommended in patients diagnosed with 

HFrEF who have not achieved maximum tolerated doses of ACE inhibitors, 

ARBs, ARNIs, beta-blockers or MRAs, to decrease hospitalisation.1

Strong High

Regular performance of up to moderate intensity (i.e. breathe faster but hold 

conversation) continuous exercise is recommended in patients with stable 

chronic HF, particularly in those with reduced LVEF, to improve physical 

functioning and quality of life, and to decrease hospitalisation.2

Strong High

1. Driscoll A et al. Cochrane Database Syst Rev. 2015(12):CD009889.
2. Sagar VA et al. Open Heart. 2015.



Non-pharmacological management –
practice points 

• These programs should focus on high-risk patients, especially those 
recently discharged after hospitalisation for HF. Patient and carer 
education, including self-management, should be commenced soon after 
diagnosis, be patient centred, appropriate to their level of health literacy 
and revised continually for life

• Exercise can be considered as soon as practical in clinically stable 
patients. An initial period of supervision may be warranted to verify 
individual responses and tolerability.



Devices, surgery, 
and 
percutaneous 
procedures



Cardiac resynchronisation therapy

1.Cleland JG, et al. Eur Heart J. 2013;34(46):3547-56.
2.Woods B, et al. Heart. 2015;101(22):1800-6.
3.Curtis AB, et al. N Engl J Med. 2013;368(17):1585-93.
4.Ruschitzka F, et al. N Engl J Med. 2013;369(15):1395-405

Recommendation GRADE 

strength of 

recommendation

GRADE quality of 

evidence

Cardiac resynchronisation therapy (CRT) is recommended in patients with HFrEF

associated with sinus rhythm, an LVEF of less than or equal to 35% and a QRS 

duration of 150 ms or more despite optimal medical therapy to decrease 

mortality, decrease hospitalisation for HF, and improve symptoms.1, 2

Strong High

CRT should be considered in patients with HFrEF associated with sinus rhythm, 

an LVEF of less than or equal to 35% and a QRS duration of 130–149 ms

despite optimal medical therapy to decrease mortality, decrease hospitalisation 

for HF, and improve symptoms.1

Strong Moderate

CRT should be considered in patients with HFrEF associated with an LVEF of 

less than or equal to 50% accompanied by high-grade atrioventricular (AV) block 

requiring pacing, to decrease hospitalisation for HF.3

Weak Moderate

CRT is contraindicated in patients with QRS duration of less than 130 ms, 

because of lack of efficacy and possible harm.4
Strong

AGAINST

Moderate



Cardiac resynchronisation therapy -
practice points

• Resynchronisation of ventricular contraction is achieved by pacing both 
the left and the right ventricles simultaneously. 

• The benefit is greater in patients with a broader QRS duration,1, 2 and in 
some studies for LBBB morphology and prolonged PR interval.2, 3

• If CRT is performed in patients in atrial fibrillation (AF), measures are 
required to ensure at least 92% biventricular capture.4

1.Cleland JG, et al. Eur Heart J. 2013;34(46):3547-56.
2.Woods B, et al. Heart. 2015;101(22):1800-6.
3.Kutyifa V, et al. Circ Arrhythm Electrophysiol. 2014;7(4):645-51.
4.Koplan BA, et al. J Am Coll Cardiol. 2009;53:355-60.



Implantable cardioverter defibrillators

Recommendation GRADE 

strength of 

recommendation

GRADE quality 

of evidence

An implantable cardioverter defibrillator (ICD) should be considered as a 

primary prevention indication in patients with HFrEF associated with 

ischaemic heart disease and an LVEF of less than or equal to 35% to 

decrease mortality.1, 2

Strong Moderate

An ICD may be considered as a primary prevention indication in patients 

with HFrEF associated with dilated cardiomyopathy and an LVEF of less 

than or equal to 35%, to decrease mortality.2-4

Weak Low

1.Moss AJ, et al. N Engl J Med. 2002;346:877-83.
2.Bardy GH, et al. N Engl J Med. 2005;352(3):225-37.
3.Kober L, et al. N Engl J Med. 2016;375(13):1221-30.
4.Stavrakis S, et al. J Cardiovasc Electrophysiol. 2017;28(6):659-65.



Coronary artery bypass surgery

Recommendation GRADE 

strength of 

recommendation

GRADE quality 

of evidence

Coronary artery bypass graft surgery (CABG) should be considered in 

patients with HFrEF associated with ischaemic heart disease and an LVEF of 

less than or equal to 35% if they have surgically correctable coronary artery 

disease to improve symptoms (e.g. relief of angina and HF symptoms) and 

decrease morbidity and long-term mortality.1

Strong Moderate

• The benefits must be balanced against the short-term morbidity and mortality risk related to 

the CABG. 

• Factors unrelated to the severity of HF – including age, frailty and comorbidities – are 

important contributors to surgical risk.

1.Velazquez EJ, et al. N Engl J Med. 2016;374(16):1511-20.



Valve surgery

Recommendation GRADE 

strength of 

recommendation

GRADE 

quality of 

evidence

Surgical aortic valve replacement (SAVR) is recommended in patients with 

severe aortic stenosis or severe aortic regurgitation and HF in the absence of 

major comorbidities or frailty, to improve symptoms and decrease mortality.1

Strong Low

Transcatheter aortic valve implantation (TAVI) should be considered in 

patients with severe aortic stenosis and HF at intermediate to high operative 

mortality risk or considered inoperable for SAVR, and who are deemed 

suitable for TAVI following assessment by a heart team to improve symptoms 

and decrease mortality.2-5

Strong Moderate

1.Baumgartner H, et al. Eur Heart J. 2017;38(36):2739-91.
2.Leon MB, et al. N Engl J Med. 2010;363(17):1597-607.
3.Smith CR, et al. N Engl J Med. 2011;364(23):2187-98.
4.Adams DH, et al. N Engl J Med. 2014;370(19):1790-8.
5.Leon MB, et al. N Engl J Med. 2016;374(17):1609-20.



Ventricular assist device and cardiac 
transplantation

Recommendation GRADE 

strength of 

recommendation

GRADE quality 

of evidence

Referral to a specialist centre for consideration of ventricular assist device 

(VAD) implantation should be considered in patients with intractable, severe 

HF despite guideline-directed medical and pacemaker therapy, and who do 

not suffer from major comorbidities to decrease mortality.1

Strong Moderate

Referral for heart transplant assessment should be considered in patients 

with HF associated with intractable NYHA Class III–IV symptoms who have 

exhausted all alternative therapies and who do not have overt 

contraindications, to decrease mortality.2

Strong Low

1.Mehra MR, et al. N Engl J Med doi: 101056/NEJMoa1800866 [Epub ahead of print]. 2018.
2.Lund LH, et al. J Heart Lung Transplant. 2016;35(10):1158-69.



Ventricular assist device – practice points

• Timing of implantation of VADs and patient selection are critical to 
achieving a successful outcome. 

• Longer term harms including disabling stroke, bleeding and infection 
remain major limitations.



Comorbidities



Atrial fibrillation

Recommendation GRADE 

strength of 

recommendation

GRADE 

quality of 

evidence

Pharmacological therapy aiming for a resting ventricular rate of 60–100 bpm 

should be considered in patients with heart failure associated with AF and a 

rapid ventricular response.1

Strong Low

Catheter ablation for AF (either paroxysmal or persistent) should be 

considered in patients with HFrEF associated with an LVEF of less than or 

equal to 35%, who present with recurrent symptomatic AF, to decrease 

mortality and hospitalisation for HF.2

Strong Moderate 

1.Li SJ, et al. Circ Heart Fail. 2015;8(5):871-9.
2.Marrouche NF, et al. N Engl J Med. 2018;378(5):417-27.



Atrial fibrillation – practice points 

• Beta-blockers and/or digoxin are generally favoured for ventricular rate 
control.

• Consider nondihydropyridine calcium entry blockers in patients with 
HFpEF to control the ventricular rate of AF; however, these drugs 
should be avoided in patients with HFrEF.

• Consider oral amiodarone in patients with HF associated with AF to

• facilitate attainment and maintenance of sinus rhythm (with or without 
electrical cardioversion), 

• improve symptoms or 

• guide decisions regarding the need for more invasive approaches (e.g. 
AF catheter ablation or AV node ablation).



Adaptive servoventilation

Recommendation GRADE 

strength of 

recommendation

GRADE quality of 

evidence

Adaptive servoventilation is not recommended in patients with HFrEF and 

predominant central sleep apnoea because of an increased all-cause and 

cardiovascular mortality.1

Strong

AGAINST

Moderate

1.Cowie MR, et al. N Engl J Med. 2015;373(12):1095-105.

• While clinicians may consider positive pressure ventilation to improve quality of life and 

decrease sleepiness in patients with predominant obstructive sleep apnoea, the primary aim in 

patients with predominant central sleep apnoea should be to treat the HF.



Anaemia/ Iron deficiency

Recommendation GRADE 

strength of 

recommendation

GRADE quality of 

evidence

Erythropoietin should not be used routinely for the treatment of anaemia in 

patients with HF because of an increased risk of thromboembolic adverse 

events.1

Strong

AGAINST

Moderate

In patients with HFrEF associated with persistent symptoms despite 

optimised therapy, iron studies should be performed and, if the patient is iron 

deficient (i.e. ferritin <100 µg/L, or ferritin 100–300 µg/L with transferrin 

saturation <20%), intravenous iron should be considered, to improve 

symptoms and quality of life.2

Strong Moderate

1.Swedberg K, et al. N Engl J Med. 2013;368(13):1210-9.

2.Jankowska EA, et al. Eur J Heart Fail. 2016;18(7):786-95.



Anaemia/ Iron deficiency – practice points 

• If iron deficiency is diagnosed, one should consider investigation for 
gastrointestinal pathology, including peptic ulcer and malignancy 
(especially if also anaemic). 

• Intravenous ferric carboxymaltose was evaluated in most of the 
randomised controlled studies, usually involving one to two doses between 
500 and 1,000 mg. 

• Recheck iron studies after four months.



Palliative care

Recommendation GRADE 

strength of 

recommendation

GRADE quality 

of evidence

Referral to palliative care should be considered in patients with advanced 

HF to alleviate end-stage symptoms, improve quality of life and decrease 

rehospitalisation. Involvement of palliative care should be considered early 

in the trajectory towards end stage HF.1

Strong High

1.Kavalieratos D, et al. JAMA. 2016;316(20):2104-14.

• In patients with an ICD, discussions concerning deactivation should occur between the 

patient, family and cardiologist. 

• Patients should be encouraged to have an advanced care plan, regardless of clinical 

status and soon after diagnosis. 
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Endorsement



Publications
Full guideline in Heart, Lung, and Circulation Executive summary in Medical Journal of Australia 



Resources on NHFA website

• MJA summary 

• Full guideline

• External Presentation on each guideline

• FAQs

• Governance documents 

• Algorithms and tables as separate documents

• Conflict of interest register



Questions


