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This session is being recorded for the 
purpose of delivering education and 
workshops on behalf of Vancouver 
Coastal Health. It may be shared 
online with VCH staff. 

We ask that you refrain from identifying 
patients, specific team members or 
offering any other personal information. 

To remain in the session is considered 
consent to the recording.  

We Are Recording! 



Objectives  
 

By the end of the sessions you will have:  

 

 A general awareness of the burden of HF   

 A basic understanding of chronic heart failure   

 An update on new HF pharmacological therapies 

 Develop strategies to prevent hospital readmission 

 An update on impact of COVID on heart failure  

 Heart failure educational resources available in VCH   

 



Burden of Heart failure  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

  

 

  

 Heart And Stoke Foundation Annual Report 2016  

 

Today: 

90,000 people over the age of 40 are diagnosed with HF each year 

Over 600,000 living with heart failure in Canada 

25% increase in HF hospitalization, especially adults from 30-39 years of age  

Second most common cause of death in people over 65 years.  

One in 4 do not know what HF is and almost half think it can be cured 



The burden of HF in Canada 

LOS, length of stay; QoL, quality of life 

1. Atler DA et al. J Gen Intern Med 2012;27(9):1171-1179; 2. Yeung DF et al. CMAJ 2012;184(14):E765-E773. 3. Tran DT et al. CMAJ Open 

2016;4(3):E365-E370; 

4. Ahmed A et al. Am Heart J 2006;151(2):444-450; 5. Gheorghiade M et al. Am J Cardiol 2005;96(6A):11G-17G; 6. Gheorghiade M & Pang PS. J Am Coll 

Cardiol 2009;53(7):557-573;  

7. Holland R et al. J Card Fail 2010;16(2):150-156; 8. Muntwyler J et al. Eur Heart J 2002;23(23):1861-1866 



HF Trajectory 





Heart Failure in BC 
Canada* 
Sex 

    Female – 43.7% 

    Male – 56.3% 

Age group  

   Mean Age- 76 years (63% over 75) 

Comorbidities 

    HTN – 68% 

    AFIB – 43%  

    CAD – 42% 

    DIABETES – 40% 

HF Diagnosis 

    HFrEF - 52% 

    HPpEF  - 40% 

LOS – 8 days 
*CAN-HF 2020, Canadian Multi-Center Retrospective Study of 

Inpatient and Ambulatory Care Patients with Heart Failure.  

British Columbia/VCH* 
Sex 

    Female – 44 % 

    Male – 56 % 

Age group  

   Mean Age- 75 years ( majority over 75 )  

Comorbidities 

    HTN – 75%  

    AFIB – 54% 

    CAD -  45%  

    DIABETES  - 41% 

HF Diagnosis 

    HFrEF – 47% 

    HPpEF  - 53% 

LOS – 9 days  
*VCH/PHC Heart Failure Audit 2019 

 

 

 

 

 

 
VCH/PHC, Heart Failure Audit 2019,  N=1200 



 Need to Know  

• Trajectory is long and gradual  

• Patients do not return to baseline 

• Punctuated with HHF 

• Further decline after each hospitalization 

• There is much we can do to slow the 

progress and improve quality of life 

• Goal: Prevent re-hospitalization 

 



What is Heart Failure 



• HF is a complex clinical syndrome in which abnormal heart function results in, or 

increases the subsequent risk of, clinical symptoms and signs of reduced cardiac 

output and/or pulmonary or systemic congestions at rest or with stress1 

• Categorized based upon ejection fraction (EF): ~50% have EF ≤40%, for 

which there are approved therapies, and ~50% have EF >40% 

EF, ejection fraction; HFmEF, heart failure with mid-range preserved ejection fraction; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with 

reduced ejection fraction;  

HHF, hospitalization for HF; LVEF, left ventricular ejection fraction 

1. Ezekowitz JA et al. Can J Cardiol 2017;33(11):1342-1433; 2. Steinberg BA et al. Circulation 2012;126(1):65-75. 

Current definition of HF 

HFpEF 
(LVEF ≥50%)1,2 

HFrEF 

(LVEF ≤40%)1,2 

HFmEF 

(41% ≤ LVEF 

≤49%)1,2 

Proportion of patients 

50% 14% 36% 

 

Echocardiography is the most accessible method to evaluate LVEF in Canada.2 



What is Heart failure 

• The inability of the heart to pump blood to 
meet the oxygenation and nutritional needs 
of the tissues  

• A complex clinical syndrome 

• Can result from any structural or functional 
cardiac disorder that impairs the ability of the 
ventricle(s) to fill with or eject blood 



EF, ejection fraction 

Ezekowitz JA et al. Can J Cardiol 2017;33(11):1342-1433; Yancy CW et al. Circulation. 2013;62(16):1495-

1539. 



Diastolic and Systolic Heart Failure 

Diastolic Heart 

Failure Systolic Heart 

Failure 



Current Definition of HFpEF 



Pathophysiology of HFpEF :  

A Pratical Approach  



Risk Factors  

for Heart Failure   
• Hypertension 

• Ischemic heart 
disease 

• Valvular heart 
disease 

• Diabetes mellitus 

 

• Heavy alcohol use 

• Chemotherapy 

• Family history  

• Obesity 

 



Signs and Symptoms 

Left Sided Heart Failure 
Left side = pulmonary congestion,  
Low output  
•Fluid backs up into the lungs, 
crackles, cough 
•Dyspnea, orthopnea, PND 
•Dizziness, fatigue, ↓exercise 
tolerance 
•Displaced apex 
3rd or 4th heart sound, murmurs 
•Eventually Rt sided failure 

Same/Better/Worse?? 



Signs and Symptoms 

Right sided heart failure 

 

 

Right sided failure = 
venous congestion 

•↑ JVP 

•Weight gain 

•Anorexia, nausea & 
vomiting 

•Ascites, liver congestion 

•Pedal, leg, or sacral 
edema 

Same/Better/Worse?? 



Triggers of Decompensation 

• Not taking medications as prescribed  

• Illness or infection (pneumonia, UTI, etc)  

• Increased pressure on the heart to pump 
blood due to high BP  

• Increased fluid intake  

• Non-adherence to salt and/or fluid 
restrictions  

• Alcohol and other non-prescription drugs  

 



NYHA Classification of 

Symptoms 

Noticeable 

limitations in ability 

to exercise or 

participate in mildly 

strenuous activities 

Comfortable only at 

rest 

 

No symptoms 

Can perform ordinary 

activities without any 

limitations 

Mild symptoms 

Occasional swelling 

Somewhat limited in 

ability to exercise or 

do other strenuous 

activities 

No symptoms at rest 

Unable to do 

any physical 

activity 

without  

discomfort 

Symptoms at 

rest 

 



Canadian Cardiovascular 

Society HF Guidelines   





CCS Pocket Guideline 2017  

https://www.ccs.ca/images/Guidelines/PocketGuides_EN/HF%20Booklet%202

017%20FINAL.pdf 





Algorithm for treatment of HF 



What is Best Practice ? 
 

Canadian Cardiovascular Society HF Guidelines 2017 

1.Triple therapy on discharge:   

 ACE/ARB, BB and MRA, Consider ARNI&Ivabradine  

 Note: 2020 Guidelines add SGLT2i 

2. Daily weights 

3. Fluid and salt restricted diet 

4. HF self-management education 

5. Multidisciplinary discharge planning  

6. Follow up appointment within 2 weeks  

7. Coordination of care *  

  

 

 

 



NEW HEART FAILURE 

THERAPIES  



CCS 2020 HF Therapies  



New Drugs Therapies 

1. ARNi,  Angiotensin Receptor- Neprilysin 

Inhibitors also known as : 

 Sacubitril/valsarten or ENTRESTO  

2. Ivabradine  

3. SGLT2i  

4. Vericiquat  

5. Omecamtly – Mecarbil  

  

  



Approved HF drugs in Canada 

and their targets 

ACE, angiotensin-converting enzyme; ACEI, angiotensin-converting enzyme inhibitor;  

ARB, angiotensin receptor blocker; ARNI, angiotensin-receptor-neprilysin inhibitor;  

BB, beta-blocker; BP, blood pressure; HR, heart rate; MRA, mineralocorticoid receptor antagonist;  

SGLT2i, sodium-glucose cotransporter 2 inhibitor 

Adapted from Levin ER et al. N Engl J Med 1998;339(5):321-328;  

Nathisuwan S & Talbert RL. Pharmacotherapy 2002;22(1):27-42; Kemp CD & Conte JV. Cardiovasc Pathol 2012;21(5):365-371;  
Schrier RW & Abraham WT. N Engl J Med 2009;341(8):577-585. 



What is best care? 

CCS 2020 Guidelines  



HF Guidelines Update 2020  





Sick day/dehydration illness 

Management  



Heart Failure  

and COVID -19 



 

 

 

 

 

 

 

 

http://www.ccs.ca/images/Images_2020/C

OVID_or_HF_RRT_doc_01Apr.pdf 
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Virtual Assessment Guide 
COVID-19 VS  HF  



Need to Know  



 

https://heartfailure.ca/education/patient-resources 

 

https://heartfailure.ca/education/patient-resources
https://heartfailure.ca/education/patient-resources
https://heartfailure.ca/education/patient-resources




Heart Failure  

Self-Management in 

Community  



Case Study  

Presentation: 

• 78 yr Female 

• Chronic HF with cough 

• NYHA Class 2-3  

• EF 27% later 22%  

• VS: BP 100/70, P 89, R 28   

• Pitting Edema  

• “Looking mildly unwell” 

• 11 day history of SOB 

• Swollen painful knee 

History and Labs: 

ICMO, AFIB, CAD, HTN 

DM, Dyslipidemia, OA  

LABS: 

BNP 3002 

CR 102 

GFR 50 

K 2.9 

HGB 109 

INR 6.3 

COVID negative  



Case Study 

On Discharge: 
Stabilized, no SOB, cough improved, chest was clear on auscultation, 

congestion improved and weight stabilized, swelling in the knee 

decreased, pain resolved and able to ambulate, remained hypotensive, 

kidney injury ( d/t NSAID injections and IV Lasix) still recovering so 

Ramipril held, AFIB consult with interventional cardiologist for restart of 

NOAC or consider an Atrial Appendage, AIC 5.7 showed good 

glycemic control so Glycazide held. 

Cardiac Function Clinic Telehealth:  

Nov.3 -  Start Spironolactone, consider Entresto or increase Ramipril 

Nov.18 – Start Entresto and Empagliflozen, also approved for LAA in 

December or January     

 



3M: Elements to Self-care 

1.Maintenance 

Behaviours to reduce risks and adhere  

 

2.Monitoring 

Daily routine checking 

 

3. Management 

Evaluate change in symptoms 



Non–pharmacologic Strategies  

• Sodium and fluid restriction 

• Daily weight monitoring 

• Regular exercise may improve QoL 

• Achieving and maintaining healthy body weight 

• Smoking cessation 

• Annual influenza, periodic pneumococcal pneumonia immunizations 

and current/future vaccines relevant to this high-risk population (e.g., 

COVID-19) 

• Close follow-up and disease management 

• Patient and caregiver education 

 



Tips for self-care 

 Build confidence in self-management skill 

 Tailor to cognitive and emotional status 

 Enhance trusting relationship 

 Navigate shared decision-making  

 Strive for individualized care  

 Incorporate caregiver and social supports 

 Attend to EOL conversations  

 

 

 



VCH HEART FAILURE 

RESOURCES  



Differentiating HF and COPD  



Heart Failure Action Plan 



HEART FAILURE  

AND YOU  

 

 

 

 

https://vimeo.com/176344773/21f1347c67 

 heart Failure 
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Link to HF Companion Video:  

https://vimeo.com/17634

4773/21f1347c67 

 

 

https://www.youtube.com/watch?v=LDZ52wPnbc8&feature=youtu.be
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End-of-Life Issues 

• Early discussions about HF prognosis 

• Regular review of goals of care 

• Look for and treat depression 

• Palliative Approach to care and the Role of the 
Nurse CNA Policy: https://cna-aiic.ca/en/policy-advocacy/palliative-and-end-of-life-care 

• VCH and Advance Care Planning: 
https://my.vch.ca/dept-project/Client-Relations-and-Risk-Management/advance-care-planning 
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Heart Failure Network  

EOL Resources  



Links  
1. CPD for HF Management in Community:  

http://vchconnect/policies_manuals/reg_policy_clinical/clinical_care/search/Page

s/sresults.aspx?k=heart%20failure%20&s=CPDs  

 

2. CCRS Heart Failure Course ( 4 modules): 

https://learn.vch.ca/m2/vch_custom/transition/index.html 

 

3. BC Heart Failure Network resources( including EOL and ICD Deactivation): 

  http://www.bcheartfailure.ca/for-bc-healthcare-providers/ 

 

4. VCH/PHC PHEM site - heart failure resources:  

http://vch.eduhealth.ca/ 

 

5. My Heart Failure Plan companion video: 

https://vimeo.com/176344773/21f1347c67. 

 

 6. CCS Heart  Failure Guidelines 2017:  

http://www.ccs.ca/images/Guidelines/PocketGuides_EN/HF%20Booklet%202017

%20FINAL.pdf 
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Extra Slides  

 



CCS Guidelines: ARNI  

RECOMMENDATION 33:  

We recommend that an ARNI be used in place of an ACEi or ARB, in 

patients with HFrEF, who remain symptomatic despite treatment with 

appropriate doses of GDMT to decrease cardiovascular death, HF 

hospitalizations, and symptoms (Strong Recommendation; High-Quality 

Evidence).  

 

Values and preferences. This recommendation places high value on 

medications proven in large trials to reduce mortality, HF re-

hospitalization, and symptoms. It also considers the health economic 

implications of new medications. 

 

Note: Wash out period 36 hours 



CCS Guidelines: Ivabradine 

RECOMMENDATION 34:  

We recommend that Ivabradine be considered in patients with HFrEF, 

who remain symptomatic despite treatment with appropriate doses of 

GDMT, with a resting heart rate > 77 beats per minute (bpm), in sinus 

rhythm, and a previous HF hospitalization within 12 months, for the 

prevention of cardiovascular death and HF hospitalization (Strong 

Recommendation; Moderate-Quality Evidence).  

 

Values and preferences. High value is placed on the improvement of 

cardiovascular death and HF hospitalizations as adjunctive therapy to 

standard HF medication.  

 

Note: Phosphenes and QT abnormalities 



Personalized Support & 

Stabilization (PSS)  Program   
Personalized Support & Stabilization Team: In a Nutshell 

Provides intensive wrap around care for up to eight weeks; 

• Gives access to a rapid response team available seven days a 

week with extended hours and an ability to monitor clients 

remotely; 

• Connects community with acute partners (i.e. geriatricians, 

hospitalists, etc.) early in the transition process to facilitate 

earlier discharges and get people back home faster so their 

time in hospital is shorter; 

• Collaborates with primary care professionals (i.e. GP/NPs) to 

ensure clients remain connected to the care they need once 

clients transition back to their primary care provider and 

community care team;  

• Provides team based care to ensure coordination of care, 

effective intra-team communication and optimal patient 

centered care;  

• Ensures all staff on the team are working to their full scope of 

practice and provides one ‘Most Responsible Clinician’ to 

simplify access and ensure clients know who to contact when 

they need help or more intensive care;  

• Implements standardized processes and protocol driven care 

so there is consistency across VCH and PHC sites; and 

• Encompasses a holistic approach to getting clients back out 

into the world around the 

 

Eligible patients must meet the following criteria: 

  

 Are medically complex frail adults  

 Can be safely cared for at home 

 Are identified as a high risk of readmission 

 Don’t require 24 hour  professional  care 

  Have potential for functional improvement 

 Wish to actively engage and participate  

 Are able to manage their condition 

 


