
low-, medium-, or high-risk of a HF event in the next 30
days. The aim of this study was to evaluate the utility of a
digitally enabled device-HF audit tool (TriageHF app, Discov-
ery Link, Medtronic) for the identification of ambulatory HF
patients whose monitored data indicates that there has been a
worsening of their clinical condition.
Methods This electronic audit was undertaken using Discovery
Link at Manchester Heart Centre, a tertiary cardiac centre for
CIED implantation and follow-up in Greater Manchester.
Adults with TriageHF-enabled CRT-D, CRT-P and ICD under
device follow-up in November 2021 were included.
Results A total of 1242 TriageHF-enabled devices were
screened using the automated digital tool and filtered to
include only CRT/ICD devices. 108/1242 patients (9%) experi-
enced >1 ‘high-risk’ episode lasting >1 day in the previous
12-months. The majority of high-risk episodes occurred in
patients with CRT-P devices (60%); CRT-D (33%) and ICD
(7%) accounted for the remaining patients. 61/108 patients
(56%) were under active HF team follow up (hospital or
community team). 21/108 patients (19%) were not under any
active follow up (Table 2). Median time from last HF assess-
ment for those patients not under active follow-up was 82
(IQR 42–96) months, with 11 patients having no documented
input from Heart Failure services. At the time of performing
the audit, 26/108 (24%) high-risk patients were deceased;
median time from last high-risk status to death was 11 (IQR
5–14) months.
Conclusion Device audit tools can be used to screen the
ambulatory device-HF population to identify high-risk patients
who may have experienced a worsening of their clinical con-
dition and who may benefit from specialist HF assessment. A
high-risk status also identified patients at increased risk of
death.
Conflict of Interest FZA has previously received a research
grant funded by Medtronic. FZA has received consultancy
fees/ honoraria from Abbott, AstraZeneca, Medtronic, Pfizer,
Pharmacosmos, Servier and Vifor.
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Introduction Despite the recent inclusion of advanced chronic
kidney disease (CKD) in modern heart failure (HF) trials such
as DAPA-CKD, cardiorenal syndrome (CRS) remains an under-
treated disorder with a paucity of evidence-based therapies.
Cardiorenal clinics (CRC) have emerged as a collaborative ini-
tiative between cardiologists and nephrologists to provide a
multi-disciplinary approach. To date, little data exist on the
performance and outcomes of this clinic model. This study
provides insight into how patient characteristics influence deci-
sions on the choice of renal replacement therapy (RRT), and
whether such decisions affect patient outcomes.
Methods This was a single-centre retrospective study of 151
consecutive patients who were referred to the CRC from pri-
mary and secondary care between January 2016 and March
2020. Criteria for referral were patients with an estimated

glomerular filtration rate £30 mL/min/1.73 m2 and HF,
regardless of ejection fraction. CRC consisted of a consultant
nephrologist and cardiologist with a specialist interest in HF.
All-cause mortality and hospitalisations within 12 months from
the last clinic appointment were compared between patients
managed conservatively and those on RRT. Morbidity out-
comes before and after RRT include changes in New York

Abstract 121 Table 1 Comparison of patient characteristics and
outcomes- n (%)

Conservative

Management (n=113)

Renal replacement

therapy (n=38)

p value

Age—mean (SD) 76 (11.3) 64.1 (13.8) <0.001

Male Gender 85 (75.2) 23 (60.5) 0.08

Hypertension 53 (46.9) 20 (52.6) 0.54

Diabetes Mellitus 48 (42.5) 23 (60.5) 0.054

Ischaemic heart

disease

62 (54.9) 13 (34.2) 0.028

Stroke 7 (6.2) 1 (2.6) 0.39

Estimated GFR–

mean (SD)

31.4 (14.2) 23.8 (10.4) 0.03

Heart failure characteristics

HFrEF (LVEF £40%) 64 (57) 16 (42.1) 0.136

HFmrEF (LVEF 41-

49%)

17 (15) 3 (7.9) 0.41

HFpEF (LVEF �50%) 32 (28) 19 (50) 0.018

NT-proBNP—mean

(SD)

840 (984) 1207 (1439) 0.145

ICD 4 (3.5) 4 (10.8) 0.096

CRT-D 23 (20.4) 1 (2.7) 0.01

CRT-P 16 (14.2) 2 (5.4) 0.143

Aetiology of CKD

Diabetic

nephropathy

13 (11.5) 15 (39.5) <0.001

Renovascular disease 30 (26.5) 3 (7.9) 0.016

Hypertensive

nephropathy

3 (2.7) 0 1

Primary

glomerulonephritis

1 (0.9) 4 (10.5) 0.004

Other 5 (4.4) 10 (26) <0.001

Unclear aetiology 61 (54) 6 (15.8) 0.012

Classification of CRS

Type 1 (Acute CRS) 14 (12.4) 2 (5.3) 0.27

Type 2 (Chronic

CRS)

73 (64.6) 12 (31.6) <0.001

Type 3 (Acute RCS) 0 2 (5.3) 0.094

Type 4 (Chronic

RCS)

10 (8.8) 10 (26.3) 0.006

Type 5 (Secondary

RCS)

11 (9.7) 11 (28.9) 0.004

Not classified 5 (4.4) 1 (2.6) 0.62

Outcomes

Death 48 (42.5) 14 (36.8) 0.57

Hospitalization-

median (IQR)

0 (0-2) 1 (0-2) 0.17

LOHS- median (IQR) 1 (0-5) 1.5 (0-9) 0.87

CRS= cardiorenal syndrome; GFR= glomerular filtration rate (mL/min/1.73m2); HFrEF/
HFpEF= Heart failure with reduced/preserved ejection fraction; IQR= interquartile range;
LOHS= length of hospital stay; RCS= reno-cardiac syndrome
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Heart Association (NYHA) class, medication burden, weight
and systolic blood pressure (SBP).
Results Within the study cohort of 151 patients, the most
common form of CRS was type 2 (i.e. chronic HF induced
the onset or progression of CKD). As summarized in Table 1,
113 patients (75%) were managed conservatively, of which
59% (n=67) were treated with ACE inhibitors, angiotensin-
receptor blockers or Sacubitril/Valsartan (Table 2). This group
was more likely to be older with a higher prevalence of reno-
vascular and ischaemic heart disease and Type 2 CRS. In com-
parison, the RRT group (n=38; 25%) had a higher
prevalence of diabetic nephropathy, HF with preserved ejec-
tion fraction, and Type 4 and 5 reno-cardiac syndrome. 37%
(n=14) were on haemodialysis, 21% (n=8) peritoneal dialysis
and 42% (n=16) had renal transplants. 63% (n=10) of trans-
plant recipients developed CRS from an acute coronary event
or sepsis. No significant differences in all-cause mortality or
hospitalisation were found (Table 1), however one confound-
ing factor was the larger number of patients on cardiac
resynchronisation therapy in the conservative group. Patients
on dialysis demonstrated significant reduction in weight, SBP,
medication burden and an improvement in NYHA class (Fig-
ure 1).
Conclusions Our study highlights specific phenotypes in CRS
that are deemed more appropriate for conservative

management and ones more suited for RRT. Reassuringly,
RRT did not increase mortality in this high-risk cohort any
more than those managed medically and so should be consid-
ered as a safe treatment, when clinically appropriate. Irrespec-
tive of treatment strategy, CRS remains a disorder with high
mortality. However, RRT has been shown to improve various
aspects of morbidity. The dedicated CRC enabled some
patients to be optimized for bridging to renal transplant.
Finally, prescriptions of guideline-directed medical therapies
for HF remain under-prescribed, highlighting the need to
overcome this ‘treatment-risk paradox’, whereby higher risk
patients most likely to benefit are less likely to receive the
recommended best medical therapy.
Conflict of Interest Nil
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Background Recent landmark trials such as DAPA-HF and
EMPEROR-Reduced have led to the approval and implemen-
tation of Sodium/glucose cotransporter 2 (SGLT2) inhibitors as
a first line therapy for heart failure with reduced ejection frac-
tion (HFreF). However, there is a paucity of data looking at
real world outcomes in heart failure patients.AimWe sought to
evaluate the real-world outcomes of SGLT2 inhibition in our
local HFreF population. MethodWe performed a retrospective
data analysis of patients with HFrEF commenced on a SGLT2
inhibitor since September 2021. The primary composite end-
point of heart failure hospitalisations and cardiovascular (CV)
death was assessed six months from initiation with historical
matched controls as comparators. Secondary endpoints
included change in New York Heart Association (NYHA) score
and change in serum creatinine at six months. Data were
extracted from local healthcare records. Data expressed as
mean+/-standard deviation with p<0.05 defined as significant.
Variance between groups analysed using students t test. Statis-
tical analysis performed with SPSSTM. Results112 patients
were commenced on SGLT2 inhibition (dapagliflozin n=99,
97%, empagliflozin n=3, 3%). The mean age was 66.6+/-
14.6 years (59%, male n=66) with a mean LVEF at baseline
of 28.4+/-14.7%. The predominant aetiology of heart failure
was ischaemic (n=71, 64%) with 17% of patients being dia-
betic (n=19). In patients with HFreF commenced on SGLT2
inhibition, at six months, there was a significant reduction in
the primary composite endpoint compared to controls
(p=0.04) (Figure 1). There was a significant difference in CV
mortality compared to controls (2 vs 11, p<0.01) with a
lower number of heart failure hospitalisations in the SGTL2
groups (34 vs 43); however, this did not reach statistical sig-
nificance (p=0.06). There was a significant reduction in mean
NYHA score following initiation of an SGLT2 inhibitor (2.15
+/-0.89, n=112 to 1.93+/-0.77, n=109; p<0.01). Renal
parameters including serum creatinine initiation (105.5+/-
31umol/L vs 90+/-38umol/L, p=ns) and potassium (4.5+/-
0.48 mmol/L vs 4.7+/-0.61 mmol/L, p=ns) remained stable at
six months.
Conclusion In a real-world population of HFreF patients,
SGTL2 inhibitors produce a statistically significant reduction

Abstract 121 Table 2 Comparison of heart failure therapies- n
(%)

Conservative

Management (n=113)

Renal replacement

therapy (n=38)

p value

Medications

ACE inhibitors 39 (34.5) 10 (26) 0.35

Angiotensin-receptor

blockers

15 (13.3) 4 (10.5) 0.66

Sacubitril/Valsartan 13 (11.5) 1 (2.6) 0.10

Beta-blockers 95 (84.1) 27 (71.1) 0.78

MRA 31 (27.4) 7 (18.4) 0.27

SGLT2-inhibitors 1 (0) 0 0.56

Device therapy

ICD 4 (3.5) 4 (10.8) 0.096

CRT-D 23 (20.4) 1 (2.7) 0.01

CRT-P 16 (14.2) 2 (5.4) 0.143

CRT-D/P: cardiac resynchronisation therapy with defibrillator/pacemaker; ICD= implantable
cardioverter defibrillator; MRA= mineralocorticoid receptor antagonist; SGLT2-inhibitor=
Sodium-glucose 2 transporter inhibitors

Abstract 121 Figure 1
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