
not significantly different between the groups. Thus, our
observation that more patients in Cardiology/ACW were
receiving MRA could not be explained by lower blood pres-
sure for instance.
Limitations There is significant difference in terms of heart
failure treatment received in patients admitted under general
medicine vs cardiology. However, tendency to falls in 1/3 of
DGH patients may be a clinically important reason that may
contribute to lower use of MRA in DGH (even though the
small study has not found a statistically significant difference
in % of patients who suffer falls). Notably, 13% DGH
patients were discharged without echocardiography.

Tendency for DGH wards to have higher frailty score, also
multiple markers of frailty–incontinence, confusion, falls/
reduced mobility (though not statistically significant) does sug-
gest the cohort is more frail. Equally, they are probably
appropriately placed for the MDT delivery of comprehensive
geriatric assessment. The key is to ensure they receive cardiol-
ogy/HF specialist input.
Conclusion We have found no definitive evidence to suggest
Cardiologists are cherry-picking patients, in terms of age, crea-
tinine, Derby Frailty index, falls, reduced mobility and pallia-
tive care. Patients in the ACW were slightly less frail
(Rockwood score) with fewer comorbidities, but the propor-
tion of patients who fall and BP is similar to DGH patients.
Despite that, more Cardiology patients are on appropriate HF
medication than DGH patients. More research is required to
test whether it is possible to safely reduce the length of stay
in patients in Cardiac wards and whether frail heart failure
patients may cope with outpatient based therapy for acute
decompensation.
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Introduction . Heart failure (HF) with preserved ejection frac-
tion (HFpEF) is a growing problem, but its diagnosis and
management in routine clinical practice remains difficult.
Recent European Society of Cardiology (ESC) guidelines
sought to provide a diagnostic framework to identify patients
with HFpEF. We aimed to assess the prevalence, characteristics
and prognosis of HFpEF patients identified using these
guidelines.
Methods We characterised 960 consecutive patients referred
from primary care with signs and symptoms of heart failure
and elevated NT-proBNP, between 1st May 2012 and 1st May
2013, using the 2016 European Society of Cardiology (ESC)
guidelines for the diagnosis and treatment of acute and
chronic heart failure.
Results . HFpEF (n=464, 48%) was more common than HF
with reduced EF (HFrEF) (n=314, 33%) or neither HFrEF/
HFpEF (n=182, 19%). Patients with HFpEF were older,
(mean age 83.8 vs. 81.9 years; p<0.01) more frequently

female (65% vs. 42%; p<0.01), more likely to have a history
of hypertension (64% vs. 49%; p<0.01) and less likely to
have a history of myocardial infarction (10% vs. 19%%;
p<0.01) than patients with HFrEF. 5-year survival rate was
60.4% (95% confidence interval (CI) 55.9% to 64.9%) in
HFpEF, 50.9% (95% CI 45.4% to 56.4%) in HFrEF and
68.1% (95% CI 61.2% to 75%) in patients with neither.

Abstract 98 Table 1 Characteristics of patients presenting to
secondary care with suspected heart failure and based on the
European Society of Cardiology guidelines for the diagnosis of heart
failure with preserved ejection fraction (HFpEF), heart failure
reduced ejection (HFrEF) fraction and the absence of heart failure
(Neither)

All

n=960

HFpEF

n=464

HFrEF

n=314

Neither

n=182

Age (years) 82.4 (9.5) 83.8 (8.6) 81.9 (10.0) 79.5 (10.1)

Female sex (n [%]) 550 (57%) 303 (65%) 131 (42%) 116 (64%)

Prior myocardial infarction (n

[%])

121 (13) 46 (10%) 61 (19%) 14 (8%)

Diabetes mellitus (n [%]) 226 (24%) 95 (21%) 93 (30%) 38 (21%)

Hypertension (n [%]) 548 (57%) 299 (64%) 154 (49%) 95 (52%)

Atrial fibrillation (n [%]) 281 (29%) 155 (33%) 99 (32%) 27 (15%)

NT-proBNP (pg/ml) 913 (433-

2162)

846 (439-

1707)

1622 (678-

3843)

454 (231-

927)

Bisoprolol equivalent dose

(mg/day)

2.5 (3.3) 2.9 (3.5) 2.4 (3.3) 1.5 (2.7)

Ramipril equivalent dose (mg/

day)

3.0 (3.7) 3.1 (3.8) 3.0 (3.6) 2.7 (3.5)

Furosemide equivalent dose

(mg/day)

16.5 (26.5) 13.7 (21.7) 22.3 (32.4) 13.8 (24.6)

* Kruskal-Wallis test. Bold denotes p<0.05 in test of difference between groups.

Abstract 98 Table 2 Univariate Cox Regression analysis.

Neither HFpEF/

HFrEF

HFpEF HFrEF

Variable HR 95% CI HR 95% CI HR 95% CI

Age (per year) 1.05 1.02 -

1.08

1.07 1.05 -

1.09

1.05 1.04 -

1.07

Male sex 1.75 1.08 -

2.86

1.02 0.77 -

1.36

1.32 0.96 -

1.82

LVEF (per%) 0.859 0.805 -

0.918

0.962 0.930 -

0.996

0.982 0.968 -

0.997

NT-proBNP (per 10-fold

increase)

3.4 2.02 -

5.71

2.71 2.03 - 3.6 2.02 1.51 -

2.71

Prior myocardial infarction 1.66 0.76 -

3.64

1.24 0.8 - 1.92 0.88 0.59 -

1.31

Diabetes mellitus 1.2 0.67 -

2.13

0.99 0.7 - 1.39 1.06 0.76 -

1.48

Hypertension 0.67 0.41 - 1.1 0.97 0.73 -

1.29

1.06 0.78 -

1.45

Bisoprolol equivalent dose

(per mg/day)

0.948 0.857 -

1.050

0.958 0.919 -

0.999

0.891 0.841 -

0.943

Ramipril equivalent dose (per

mg/day)

0.976 0.908 -

1.049

0.959 0.923 -

0.997

1.016 0.972 -

1.061

Furosemide equivalent dose

(per mg/day)

1.015 1.008 -

1.021

1.010 1.005 -

1.015

1.011 1.006 -

1.015
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Patients with HFpEF had lower age-sex adjusted mortality
than with HFrEF (hazard ratio 0.74; 95% CI 0.6 to 0.91).
Conclusion . ESC guided diagnosis of HFpEF can be an
important adjunct to management of older patients presenting
with symptoms and signs of HF and may be useful in devel-
oping new approaches to the treatment of HFpEF.
Conflict of Interest nil
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Introduction Cardiac Resynchronisation Therapy (CRT) and
implantable cardiac defibrillators (ICDs) are a well-estab-
lished, scientifically proven and guideline recommended treat-
ment for selected patients with left ventricular systolic
dysfunction (LVSD), reducing mortality and/or hospitalisation,
with the latter being the most expensive part of the treat-
ment of such patients. Attempts have been made to maximise
the yield of CRT/ICD devices by use of sensors which pre-
dict the onset of CHF well before the patient deteriorates,
hence avoiding the need for hospitalisation and in the proc-
ess conserving valuable financial resources. HeartLogic is one
such new software incorporated into Boston Scientific (BSC)
CRT/ICD devices which uses multiple sensors to track phys-
iological trends, combining them into one composite index
alerting healthcare professionals of potential worsening CHF.
The MultiSense Study demonstrated a 70% sensitivity in

detecting CHF events, a median of 34 days prior to clinical
heart failure.
Aims In this study we describe our experience of the use of
HeartLogic in a tertiary care cardiology centre with a well-
established complex devices and heart failure service.
Methods Retrospective analysis of patients (n=49) with BSC
devices and in whom HeartLogic was activated in March/April
2019. Patient records (electronic patient records, including
Latitude downloads) were reviewed and the results of those
having alert(s) of ≥16 were compared with those who did
not during a follow-up period of 288 ± 6 days (median 288,
range: 282-327).
Results Whole cohort: mean age: 68±11 years (median 72,
range 33-87), 37/49 (75.5%) males. 35/49 (71.4%) had LVSD
due to ischaemic cardiomyopathy. Devices implanted were:
Resonate X4 CRTD 28/49 (57.1%), Resonate EL ICD 13/49
(26.5%) and the remainder, Momentum CRT-D 8/49 (16.3%).
During the monitoring period number of alerts were as fol-
lows: ≥ one alert: 22/49 (44.9%) patients, 2 alerts: 10/49
(20.4%), 3 alerts: 7/49 (14.3%); 4 alerts: 2/49 (4.1%) and 5
alerts: 1/49 (2%). For each patient who had an alert, the
maximum alert value was considered for analysis. The maxi-
mum alert score was 26.6 ± 12.3 (median: 23, range: 16-67),
and the duration of alert was 32.7 days (median: 29, range:
4-83). For each of the 5 physiological parameters, a change in
the expected direction at the time of alert was evaluated. S3
was the most sensitive (increase 15/22, 68.2%), followed by
thoracic impedance (decrease 14/22, 63.6%) and S1 (decrease
13/22, 59.1%). Respiratory rate and night heart rate were less
sensitive parameters (increase 11/22, 50% and increase 9/22,
40.9% respectively). Though not part of HeartLogic, activity
levels showed a decrease in 13/22 (59.1%) of patients who
had an alert. Characteristics of those who did and did not
have an alert were compared (Table 1). Heart Failure Nurse
contact and change in medication over monitoring period
were statistically significantly more common in the group with
alerts.

In our real world experience with HeartLogic, expected
change in values of S3, thoracic impedance, S1 and activity

Abstract 98 Figure 1

Abstract 99 Table 1 Comparison of patients ‘with’ versus
‘without’alerts

N=49 With Alert

n=22 (%)

Without

Alert n=27

(%)

P value

Age (years): mean ± SD, median, range 68.5 ±

11.6, 71,

41-87

68.3 ± 12.6,

73, 33-84

0.9546,

NS

Males 14 (63.6) 22 (81.5) 0.1624,

NS

Aetiology of LVSD – Ischaemic 18 (81.8) 17 (63.0) 0.1515,

NS

Duration of HeartLogic monitoring (days) 288 ± 3 288 ± 8 1.0000,

NS

Number of contacts with the Heart Failure Nurses:

total, mean ± SD per patient, median, range

49, 2.23 ±

0.7, 1

0-11

6, 0.22 ±

0.22, 0

0-2

<

0.0001

Change in medication over follow-up period 7 (31.8) 1 (3.7) 0.0088

Hospitalisation for CHF 1 (4.6) 0 (0) 0.2650

NS

* NS = not significant
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