
during COVID-19 era which can be explained by more pre-
sentations from these countries due to feasible virtual meetings
and waiving of conference fees in 2020 (HFA Discoveries
Platform). Further networking and collaborations with
researchers from these countries should be encouraged espe-
cially with the high cardiovascular disease burden in these
countries which necessitated sharing their perspectives and
experiences to decrease cardiovascular disease burden world-
wide especially by using the hybrid approach and virtual sci-
ence. Increasing research, travel and educational grants
(especially for researchers from LIC) along with calling for
action to remove other barriers like VISA issues can help to
bridge the conference equity gap and achieve solidarity in
science.
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Introduction Sodium-glucose co-transporter (SGLT2) inhibition
has been shown to reduce the risk of cardiovascular death or
hospitalisation in patients with heart failure with reduced ejec-
tion fraction (HFrEF) with or without type 2 diabetes mellitus
(T2DM). Since publication of the DAPA-HF1 and EMPEROR-
HF2 trials and UK NICE approval,3 SGLT2 inhibitor prescrip-
tion has been increasing for patients with HFrEF.
Methods Electronic medical records were examined for all
patients reviewed in heart failure clinic (including virtual con-
sultation) at Wythenshawe hospital, Manchester over a 4 week
period (25/01/21 - 19/02/21). Data obtained was stratified
according to NYHA class, LV ejection fraction (LVEF) and
presence or absence of T2DM.
Results 232 patients with a diagnosis of heart failure had
either face to face or virtual telephone review over the
specified time period. Patient baseline characteristics were
comparable to patients recruited into the DAPA-HF and
EMPEROR-HF trials*. Mean age 67 years (ranging from
20-94 years). 68% were male. 25% had T2DM. 19%
(n=45) were subsequently excluded from further analysis
due to improvement in LVEF >40% (mean time since last
echo 5.4 months) or heart failure with preserved ejection
fraction, along with 84 patients who were asymptomatic

(NYHA I). 122 patients met the eligibility criteria* for
SGLT2 inhibition: of whom 93% were already established
on standard HF treatment (the combination of a beta-
blocker, an aldosternone antagonist or either an ACE inhibi-
tor, or angiotensin II receptor blocker ± neprolysin inhibi-
tor. 8% were continuing uptitration of their standard heart
failure treatments. In those not on standard HF therapy, a
contraindication for the absent therapy was recorded in
50% of cases. 24% (n=29) were already prescribed SGLT2
inhibitors. Of the 30% (n=37) of patients who had T2DM,
43% (n=16) were prescribed SGLT2 inhibitors, leaving over
half without. Amongst the non-diabetic population of eligi-
ble patients (n=86), only 15% were taking SGLT2 inhibi-
tors. Eligible patients taking SGLT2 inhibitors (n=29) were
prescribed Dapagliflozin in 79.3% of cases, with Empagliflo-
zin and Canagliflozin prescribed much less commonly
(10.3% and 10.3% respectively). Of those in the SGLT2
cohort, Dapagliflozin was commenced at the most recent
clinic appointment in 45% of cases indicating a rapid
uptake in the prescription of these agents.
Conclusion In line with recent NICE guidance, the use of
SGLT2 inhibition in the HFrEF population is beginning to
increase. There is scope for optimisation in treatment. In
our cohort of an unselected group of consecutive patients
In heart failure, 122/232 (53%) patients were eligible for
the treatment. Of the patients with T2DM, 57% were not
yet treated with SGLT2 inhibitors. The proportion of non-
diabetic eligible patients not treated with SGLT2 inhibition
was predictably higher (85%). However, this figure is likely
to fall significantly over the next year as awareness of this
new treatment increases and local guidance includes this
class of agent.Eligibility criteria* for SGLT2 inhibition
included: LV ejection fraction <40%, symptomatic heart
failure (NYHA II or above) and an eGFR >30. Those with
type 1 diabetes and a history of recurrent UTI were not
deemed as eligible.
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Background Before the emergence of HFpEF, there is an
insidious phase of progressive myocardial fibrosis, arterial
stiffness, and rising left ventricular end-diastolic pressures
(LVEDP) driven by amassing cardio-metabolic comorbidities.
This phase is characterized by incipient structural cardiac
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