
concentration. Patients were excluded if they had symptomatic
hypotension, systolic blood pressure (SBP) <100mmHg, serum
potassium >5.2mmol/L at screening, eGFR <30ml/min/
1.73m2, or previous angioedema/side effects caused by ACEi/
ARB.

The ESC guideline for the management of acute and
chronic heart failure recommends use of Sac-Val in ambulatory
patients who are symptomatic despite optimal medical therapy
and fulfil the PARADIGM-HF trial inclusion criteria. In the
UK, NICE has published similar recommendations.
Purpose Our aim was to investigate the extent to which the
real-world (clinic) use of Sac-Val mirrors that of the PARA-
DIGM-HF population and complies with guideline
recommendations.
Methods We retrospectively analysed records of patients
started on Sac-Val between 2017-2019 at four centres in the
South of England. Data from initial screening to last available
were included. We compared the results from clinic patients
to those in the treatment arm of the PARADIGM-HF study. A
total of 552 patient records were reviewed.
Results 438 patients were included in the final analysis. Our
cohort was comparable in age and gender to the trial popula-
tion (table 1). Similar proportions were NYHA class III but
more clinic patients were class I or IV (figure 1). Baseline
mean SBP, creatinine, and LVEF were almost identical. Our
patient group had less hypertension and diabetes, and signifi-
cantly fewer had been admitted previously with heart failure
(62.3% vs 18.5%, p<0.001). History of atrial fibrillation was

not significantly different (PARADIGH-HF 36.2% vs Clinic
37.9%, p0.48). More clinic patients had implanted cardiac
devices (43.8% vs 14.9% [p<0.001] for ICD and 34.7% vs
7% [p<0.001] for CRT).

92.5% of clinic patients had no exclusion criteria - 4 had
an eGFR <30ml/min/1.73m2 at baseline and 30 had an
SBP<100mmHg. 74% fulfilled inclusion criteria, 68 were
NYHA class I; 47 had an LVEF ≥35%.

Fewer clinic patients discontinued Sac-Val (13.9% vs.
17.8%, p0.04 – table 2). The most common reasons given
were hypotension (n=8), dizziness (n=7), and hyperkalaemia
(n=5). 33 clinic patients died (7.5%) compared to 558
(13.3%) of those in the PARADIGM-HF cohort (p0.04). A
higher proportion of patients in the clinic group experienced
a decline in eGFR compared to the study cohort, and a
greater proportion of patients treated with Sac-Val in the clinic
group had a creatinine >3.0mg/dl during follow up.
Conclusion We found that (a) baseline characteristics of our
clinic HF population are broadly similar to those treated in
the PARADIGM-HF study, (b) Cardiologists from England
have prescribed Sac-Val in a wide range of HF patients (c)
Sac-Val is better tolerated than the trial data suggested.
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Introduction Outpatient based management of heart failure is
gaining popularity in the UK. Observation data and a small
pilot randomised controlled trial suggested it is safe and clini-
cally effective. However, the cost-effectiveness of this novel
treatment approach is not known. Patient level costing is
thought to be more accurate providing extra granularity when
reviewing the cost of patient pathways.

Abstract 94 Table 1 Baseline characteristics

PARADIGM-HF

Cohort

N=4187

Clinic

Patients

N=438

P

Value

Age (years) 63.8±11.5 68.7±12 <0.001

Female sex 879 (21.0) 71 (20.3) 0.01

Systolic blood pressure mmHg 122±15 123±20 0.18

Heart rate – beats/min 72±12 69±12 <0.001

Creatinine mg/dL 1.13±0.3 1.13±0.3 1.0

Clinical Features Ischaemic

Cardiomyopathy

2506 (59.9) 219 (50.0) <0.001

LVEF -% 29.6±6.1 29.9±4.8 0.69

Medical History Hypertension 2969 (70.9) 156 (35.6) <0.001

Diabetes 1451 (34.7) 112 (25.6) <0.001

Numbers are total (%) or mean ± standard deviation

Abstract 94 Figure 1

Abstract 94 Table 2 Outcomes

PARADIGM-HF

Cohort

N=4187

Clinic

Patients

N=438

P

Value

Entresto discontinued 746 (17.8) 61 (13.9) 0.04

Dose of Entresto at last assessment 375±71mg 297±120* <0.001

Decline in renal function (50% or more in

eGFR)

94 (2.2) 18 (6.5) # <0.001

New onset AF 84 (2.0) 7 (1.6) 0.55

Elevated serum creatinine � 2.5 mg/dl 139 (3.3) 12 (2.7) 0.51

� 3.0 mg/dl 63 (1.5) 12 (2.7) 0.05

New onset cough 474 (11.3) 10 (2.3) <0.001

Angioedema 19 (0.4) 2 (0.5) 0.99

Symptomatic hypotension with SBP < 90 112 (2.7) 7 (1.6) 0.13

Numbers are total (%) or mean ± standard deviation
*Excludes patients where sacubitril-valsartan was stopped
#275 results only
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Methods We used the Trust’s patient level costing models
from financial years 2018/19 and 2019/20 to calculate total
treatment costs for the patients in the pilot prospective trial
which randomised acute heart failure patients to receive inpa-
tient vs outpatient based therapy. Patient level costing for
inpatients would include hospital bed, nursing cost, consultant
/ward doctor cost, non-pay costs (pharmacy including iv drugs,
diagnostics e.g. pathology, radiology, ECG, echocardiography).

Where patient level costs are unavailable, for example
Community contacts, we have used a national average cost.

. Community centre visit - HRG code of N29AF 2018/19
National average cost £71

. Home visit - HRG code of N29AF 2018/19 National average
cost £71

. GP visit - National average cost of £30 [1]

All other costs used are from the Trust costing model. We
also tested the feasibility of collecting quality of life data using
EQ5D-5L and the visual analogue scale (VAS) where 100
means the ‘best health you can imagine’ and 0 is the worst.

EQ-5D-5L
5 items each with a different domain: mobility, self-care,

activities, pain and depression. Each is scored from 1-5 where
5 is the worst (severe limitation/unable to do). Value sets are
used to transform the health profile into an index value that
can be interpreted as a health utility; these range from -0.594
to 1.000 where a value below zero is taken to describe a
health state whose quality is ‘worse than death’.
Results 24 patients were randomised to 13 outpatients and 11
inpatients between July 2018 and June 2019: Inpatients
received 5.8 ± 2.8 days of treatment, outpatients received 8.5
± 5.2 (p=0.12). No patient was in CCU, HDU or ITU or
received dialysis/haemofiltration. 1 patient randomised to inpa-
tient care died during the index episode, but none died in the
outpatient group. There was one extra AE visit. There were
no extra GP visits during the index episode for outpatients,
and the cost of extra visit for consultant /HF clinic (12 extra
visits) has been factored into the equation (£1536).

Inpatients costed £55892 (i.e. mean £5081 per patient);
Outpatients costed £31435 (£2418 on average). Therefore
total average saving was £2663 per patient.

Treatment groups varied little in their quality of life. EQ-5D-
5L VAS scores are significantly higher for outpatient. [Figure 1]

Indeed a linear mixed model confirms that treatment arm
is significantly associated with higher VAS scores; an outpa-
tient reports a VAS score 13 points higher on average than an
inpatient, and there is evidence that the score increases
slightly over time (0.18 points per day, equivalent to ≈ 11
points over the 60 day period) for all patients. [Table 1] This
is not true of EQ-5D utility indices; estimates for treatment
and time are non-significant (p=0.78 and p=0.88
respectively).

Conclusion Outpatient based AHF management appears cost-
effective. Total average saving was £2663 per patient. Treat-
ment groups varied little in their quality of life. EQ-5D-5L
VAS scores are significantly higher for outpatient.
Conflict of Interest No conflict of interest

96 SAFETY AND EFFECTIVENESS OF OUTPATIENT BASED
ACUTE HEART FAILURE CARE: A RANDOMISED
CONTROLLED FEASIBILITY TRIAL

1Kenneth Wong, 1Nang Khaing Zar Latt, 1Maciej Debski, 1Amr Abdelrahman,
1Rebecca Taylor, 1Suzanne Wong, 1Christopher Cassidy, 1Alison Seed, 1Gavin Galasko,
2David Wilson, 3Gershan Davis, 4Chim Lang, 5Ross Campbell, 6Gregory Lip, 5John Cleland.
1Blackpool Teaching Hospitals NHS Foundation Trust; 2Worcestershire Acute Hospital NHS
Trust; 3The University Of Central Lancashire; 4Ninewells Hospital, Dundee, Scotland;
5University Of Glasgow; 6Liverpool Centre of Cardiovascular Science

10.1136/heartjnl-2020-BCS.96

Introduction Worsening heart failure (HF) leading to hospi-
tal admission is common and associated with substantial
morbidity and mortality. For many patients, the preferred
place of care, including end-of-life care, is at home or in
the community, but this is often thwarted by the need for
intravenous (IV) diuretic therapy. Alternative models of
ambulatory care exist but safety and efficacy should be
compared to standard care in randomised controlled trials
(RCT).
Methods We randomised patients with pulmonary or periph-
eral oedema who no longer required supplementary oxygen
and who were considered to need at least two more days of
IV diuretic treatment. A left ventricular ejection fraction
<50% by any imaging modality and /or right ventricular
impairment and documentation of a plasma brain natriuretic
peptide (BNP) >100pg/mL within the previous two years

Abstract 95 Table 1 results of linear mixed model for EQ-5D-5L
VAS scores

Estimate p(estimate=0)

Intercept 48.74 (39.23, 58.24) <0.001

Outpatient treatment 13.28 (0.68, 25.89) 0.040

Time (days since rand.) 0.18 (0.05, 0.32) 0.009

SD (intercept) 11.79 (7.19, 19.34)

Abstract 96 Figure 1
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