
The proportion of patients diagnosed with HF in the 2-
week pathway was high. As expected, patients referred via the
2-week pathway had significantly higher rates of both mortal-
ity and hospitalisation.

This study provides valuable real world data and insight
into an important population, which will help inform discus-
sions with patients and shape chronic HF services.
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Introduction It is increasingly recognised that inflammation
plays an important role in the pathogenesis and progression
of heart failure (HF) and may have important therapeutic and
diagnostic implications. Research has shown that raised inflam-
matory cytokines are associated with adverse outcomes, how-
ever these are not routinely assessed in clinical practice. The
aim of this study was to evaluate the association of neutrophil

to lymphocyte ratio (NLR), a simple, routinely-measured
parameter of inflammatory status, with prognostic outcomes in
a cohort of HF patients.
Methods Patients who had survived to 30 days or discharge
following an initial HF hospitalisation from the Genetics of
Diabetes and Audit Research Tayside Scotland (GoDARTS)
study were included. Baseline clinical and demographic data
were obtained from electronic health records. Patients with
available echocardiography were used to perform a stratified
analysis (HFrEF – ejection fraction <50%, HFpEF 50%). NLR
was calculated from baseline blood results taken nearest the
time of initial HF diagnosis (within 90 days). The primary out-
come was combined all-cause mortality or HF hospitalisation.
Results In total 1,157 patients with HF were included (mean
age 73 years, 61.7% male, 740 HFrEF, 417 HFpEF), 847
reached primary outcome (713 deaths and 471 HF admis-
sions). Median follow-up was 769 days. In multivariable analy-
sis (adjusting for blood-pressure, cholesterol, age, gender,
diabetes and smoking status) higher NLR at the time of HF
diagnosis was significantly associated with the primary out-
come (HR 1.04; 95% CI 1.02–1.05, p<0.001) and the indi-
vidual endpoints (all-cause mortality HR 1.03; 95% CI 1.02–
1.05, p<0.001; HF hospitalisation HR 1.03; 95% CI 1.01–
1.05, p=0.002). When stratified by ejection fraction higher
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NLR at the time of admission was significantly associated with
the primary outcome in both HFrEF (HR 1.04; 95% CI
1.03–1.06, p <0.001) and HFpEF (HR 1.04; 95% CI 1.01–
1.06, p=0.002) and all-cause mortality (HFrEF HR 1.03;
95% CI 1.02–1.05, p<0.001, HFpEF HR 1.04; 95% CI
1.02–1.07, p=0.01). NLR was only associated with HF hospi-
talisation alone in HFrEF HR 1.04; 95% CI 1.02–1.06,
p<0.001; HFpEF HR 1.01; 95% CI 0.96–1.05, p=0.9). Inter-
action testing showed no significant difference in the associa-
tion of NLR and the primary outcome (p-value 0.65), or
individual end-points (all-cause mortality p=0.47, HF hospital-
isation p=0.22) based on ejection fraction. Results of Kaplan-
Meier (KM) analysis highlighting the association between NLR
Tertiles and the primary outcome in HFpEF and HFrEF can
be seen in Figure 1. and Figure 2, respectively.
Conclusion We found that NLR, a simple measure of inflam-
mation was significantly associated with prognosis in HFrEF
and HFpEF. These results support the growing consensus that
inflammation plays a key role in HF. Future research should
focus on comparing the NLR with established markers in HF,
and the potential use of anti-inflammatory interventions target-
ing NLR in the treatment of HF.

Kaplan-Meier curves of the association between NLR Ter-
tiles and the primary outcome in HFpEF and HFrEF:
Conflict of Interest No

85 VARIATION IN HEART FAILURE SERVICE PROVISION
ACROSS THE UK: RESULTS FROM A SURVEY OF 100
SERVICES

1Helena Masters*, 2Jon Freeman, 1Samantha Dixon. 1Novartis Pharmaceuticals UK Limited;
2Synergy Healthcare Research

10.1136/heartjnl-2019-BCS.83

Introduction The latest NICE guidelines for chronic HF, pub-
lished in 2018, provided updated recommendations on best
practice for the diagnosis and management of HF. How far
does current service provision meet guideline recommendations
and how do services compare across the UK? We carried out
a survey to determine the different models of HF services
across the UK, to characterise current service provision and
understand how HF is currently managed.
Methods Data were collected from HF services across the UK
via postal survey or telephone interview between February and
May 2018. Questions included in the survey were refined
after 11 pilot interviews with lead HF nurses conducted
between December 2017 and January 2018.
Results One hundred HF services completed the survey: 56
HF nurses and 44 HF cardiologists provided data for 67
trusts and 1 social enterprise in England, and 5 health boards
in Scotland, 4 in Wales and 2 in Northern Ireland. The aver-
age population size served by an HF service was ~600,000
people (range 22,000 to 3.5 million), with ~1600 HF patients
under their care (range 60–20,000) and ~480 new HF patients
(range 12–2000) referred into the service in the last 12
months. Most services saw patients in both hospital and the
community (66%), while fewer saw only hospital (18%) or
community (16%) patients. Care in the community was pro-
vided by the majority of services for HFrEF (95%) and for
end-of-life care, post-MI HF and HFmrEF (~80% each), while
only 53% of services saw patients with HFpEF in the com-
munity. The number of HF nurses varied widely between HF
services: 1–2 nurses (26%); 3–4 (22%); 5–6 (24%) and 7
(28%). Almost one quarter of HF services (24%) had no
administrative support, while 15% did not have a consultant
with an interest in HF in their area. Only 1 in 4 services
(27%) had a pharmacist, while even fewer had a mental
health professional (14%) working within their team.
Conclusion HF service provision across the UK is highly varia-
ble. Around 1 in 7 services did not have a consultant or a
lead physician with an interest in HF, highlighting a deficit
between NICE guideline recommendations and clinical prac-
tice. The lack of administrative support in a quarter of HF
services is of concern considering the large number of patients
these services support. Resourcing issues may account for the
type of patients HF services see, as considerably fewer services
offer care in the community to patients with HFpEF com-
pared with other types of HF.
Funding This study was supported by Novartis. Writing assis-
tance was provided by Hollie Robinson, PhD, of Complete
HealthVizion, funded by Novartis.
Conflict of Interest Employee of Novartis

Abstract 84 Figure 1 KM Curve HFpEF Group

Abstract 84 Figure 2 KM Curve HFrEF Group

Abstracts

A72 Heart 2019;105(Suppl 6):A1–A193

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://heart.bm

j.com
/

H
eart: first published as 10.1136/heartjnl-2019-B

C
S

.82 on 26 M
ay 2019. D

ow
nloaded from

 

http://heart.bmj.com/

