
mapping and extracellular volume (ECV), the newer measure-
ments of myocardial fibrosis and markers of an adverse prog-
nosis, were measured in 18% and 8% of patients undergoing
cMRI, respectively; T1 value and ECV were raised 43% and
33% of the time when measured, respectively. Of those who
underwent invasive angiography or CTCA only 1 patient had
significant coronary artery disease. cMRI did not reveal any
inducible ischaemia in those undergoing stress perfusion
testing.
Conclusion Hypertensive heart disease is a common cause of
HFrEF in our patient population, particularly in those from
African/Afro-Caribbean descent. This cohort have heterogenous
diagnostic imaging findings and rarely have significant con-
comitant coronary artery disease, contrary to previous studies.
Early identification and aggressive management of hypertensive
heart disease is key to preventing the development of HFrEF.
Conflict of Interest N/A
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Introduction Diabetes mellitus confers a two-fold risk of
adverse cardiovascular (CV) outcomes and up to four-fold risk

of heart failure (HF). Cardiovascular outcome trials (CVOT)
have demonstrated that new classes of antidiabetic drugs con-
fer beneficial effects on cardiovascular (CV) including heart
failure (HF) outcomes and cardiometabolic risk factors such as
adiposity. International guidelines have been updated accord-
ingly to reflect ongoing publication of evidence. However
changes in prescribing practice have been limited by clinical
inertia and limitations on patient encounters and resources,
exacerbated by the covid-19 pandemic. 1,2,3,4 The cardiome-
tabolic clinic (CMC) at St. George’s University Hospitals NHS
Foundation Trust (SGH) facilitates the optimisation of medica-
tions and lifestyle interventions to reduce cardiometabolic risk
via multidisciplinary review by a cardiologist and diabetologist.
Purpose To describe the activity, interventions, and clinical
impact of the CMC.
Methods Patient investigations and observations and clinical
documentation were reviewed retrospectively over a 36-month
period (29/09/2020 to 14/03/2022).
Results A total of 174 patients were seen up to and including
14/03/2022.Of patients seen, 71 have been booked for follow
up appointments, 98 discharged, 86 referrals have been made
to other specialties.In addition to discussion of modifiable risk
factors with each patient, numerous successful pharmacological
interventions have been made (Table 4). 28 medications were
stopped due to contraindication, adverse effects or to permit
optimisation of evidence-based treatments.Among the 107
patients in whom antidiabetic drugs have been initiated or
titrated, a reduction in HbA1c has been observed in 40 (mean
-18 mmol/mol) and a reduction in fructosamine in one patient
(-39 umol/L) while for 14 patients HbA1c incidentally
increased (mean +7 mmol/mol).Weight loss has been reported
thus far in 18/ 88 patients initiated or optimised on SGLT2
inhibitors, 7/27 on metformin, and 12/ 19 on GLP-1 agonists.
SGLT2 inhibitors were stopped in 3 patients due to intoler-
ance or contraindication: one due to increased urinary fre-
quency and two due to renal impairment. One male patient
reported a urinary tract infection which was treated. No seri-
ous adverse effects were reported.Of 103 CMC patients on
SGLT2 inhibitors, 8 had further HF-related hospitalisations.
Of the 6 patients referred by the bariatric team due to high
risk for surgery on account of cardiac disease or diabetes, all
have cancelled or delayed proceeding with bariatric surgery.
Availability of clinical outcomes is limited by the short period
of follow up thus far. Notably, these interventions have been
achieved whilst delivering CMC virtually due to the ongoing
covid-19 pandemic.
Conclusion The CMC is a novel integrative approach to opti-
mising management of cardiometabolic risk and incorporation
of evidence-based cardiometabolic medications. As risk of

Abstract 127 Figure 1 The Aetiology of HFrEF Among Different
Ethnic Groups

Abstract 127 Figure 2 Hypertensive Heart Disease Cohort: Diagnostic
Imaging Findings

Abstract 128 Table 1 Referral origin of patients seen
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morbidity and mortality due non-communicable diseases inten-
sifies in an increasingly comorbid population and in the con-
text of a resource-strained health service, efficient care models
such as the CMC are an important enterprise to address car-
diometabolic risk and disease. As this clinic expands its serv-
ice, it will continue to serve as example for comparable
innovation in other centres.
Conflict of Interest None
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Introduction Recent evidence has shown that iron deficiency is
a significant co-morbidity in heart failure patients independent
of their anaemia status. Iron deficiency is present in about
55% of chronic and 80% of acute heart failure patients and
has been associated with reduced exercise capacity, recurrent
heart failure hospitalisations, and high cardiovascular and all-
cause mortality. A quality improvement project was therefore
designed to improve the diagnosis and treatment of iron defi-
ciency in heart failure patients in our tertiary care centre.
Methods An initial baseline dataset was collected, followed by
two cycles examining a cross section of heart failure patients
admitted to our hospital over a two-month period. The Plan-
Do-Study-Act (PDSA) cycle approach was applied, with the
first intervention involving raising awareness of the importance
and need to assess iron status of heart failure patients through
education provided to doctors, nurses, and patients. Further-
more, informational leaflets were produced and disseminated
across the medical wards through social media forums such as
WhatsApp™. The post-intervention datasets were collected and
compared to the baseline outcomes.
Results Baseline data collected over a month period showed
that 20% (4) of the heart failure patients had their iron status
checked and 75% (3) of them were iron depleted (see table
1). Following the first intervention, the compliance improved
from 20% to 55% (11). It was observed that nine of the
eleven patients assessed for iron status had iron deficiency
while appropriate iron replacement was done for 5 (55%) of
them. This increased further following PDSA cycle 2 as 80%
of patients were assessed for iron status and 85% of those
identified to have iron deficiency had iron replacement intra-
venously using ferric carboxymaltose.
Conclusion We have shown that simple intervention through a
QIP can improve the assessment of iron deficiency in patients
with heart failure, enable timely replacement and therefore
lead to better outcome for these patients.
Conflict of Interest None

Abstract 128 Table 2 Patient characteristics 128 male 54 female

Abstract 128 Table 3 Onward referrals

Abstract 128 Table 4 Medications initiated, titrated, stopped

Abstract 129 Table 1 Results

Male (n) Female(n) Total (20)

Baseline Iron deficiency present 2 1 1

Iron deficiency absent 0 0 0

IV Iron given 2 0 2

IV Iron not given 15 3 18

PDSA Cycle 1 Iron deficiency present 9 0 9

Iron deficiency absent 1 1 2

IV Iron given 1 0 1

IV Iron not given 16 3 19

PDSA Cycle 2 Iron deficiency present 8 5 13

Iron deficiency absent 2 1 3

IV Iron given 8 3 11

IV Iron not given 0 2 2
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