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Heart Failure (HF) 

Heart failure is a summary term indicating that your heart is unable to match the 
demand required. 

Causes of Heart Failure 
Most often heart failure is caused by damage to the heart because of a heart attack. 
Heart valve conditions and cardiac arrhythmias can also cause heart failure. Other 
causes are high blood pressure, viral infections, inherited conditions, endocrine 
conditions, anaemia, inflammatory and auto-immune diseases. 

Assessment 
History and examination followed by further tests is the norm. A blood test called 
BNP or NT pro-BNP can be ordered as a screening test. 
It is essential to assess the hearts pump function called systolic (contractile) function 
as well as the hearts size, shape and heart valves. This is usually done by 
echocardiography (Echo) a harmless ultra-sound test. The Echo can also assess the 
diastolic (relaxation) function of the heart. Other tests may be needed to find out 
exactly the reason why your heart is failing. Heart Failure is divided into HF with 
preserved ejection fraction (HFpEF also diastolic heart failure) and HF with reduced 
EF or HFrEF (also systolic HF or LVSD=Left Ventricular Systolic Dysfunction). 
BNP is particularly good to diagnose diastolic HF but also useful for systolic HF 

Treatment 
The key principal must be to treat the cause of your heart failure. Often there is a 
reversible cause and heart function can be improved or re-normalised. 
If your heart’s systolic function has been irreversibly damaged then medications are 
the best way forward in combination with lifestyle measures, a healthy diet and fluid/
salt balance. 
The optimal tablet treatment consists of a combination of drugs, each having a 
different effect and all working synergistically with one another. The mix should 
include Entresto, Eplerenone or Spironolactone and a beta-blocker (in sequence of 
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importance). Other tablets may be needed depending on the cause of your heart 
failure. Anaemia needs to be corrected and uric acid levels (something that may cause 
gout) should be treated to a target of 350 micro-mol/L or less. Occasionally there is a 
need for device therapy such as ICD or CRT-D. 

Self Monitoring 
It is key that you understand the principles of fluid balance and salt restriction as salt 
keeps water in your body. Generally speaking the ideal situation would be where you 
exactly match the fluid loss by your daily fluid intake. An easy way to check is taking 
your weight every morning before breakfast immediately after getting up. 
Often you will be asked to restrict your overall fluid intake to 1.5 to 2.0 litres per 
24hours. 
Self monitoring - especially your weight - is key to detect de-compensation i.e. when 
your body accumulates fluid. Symptoms are often an inability to lay flat because of 
breathlessness (orthopnoea - usually the first symptom), waking up gasping for air or 
swelling around your ankles (oedema). You will also feel progressively more short of 
breath as you decompensated further and further.  
Once you have bee diagnosed with heart failure you will be taught ways of 
counteracting and re-balancing your fluid levels and you will also be instructed as to 
when to call for help. 

Monitoring of treatment 
In the beginning it is important to up-titrate your medication mix to maximum dose 
tolerated as research clearly demonstrated in this case more to be better. Reviews 
should be every 2-4 weeks and you need to show your HF diary (below) and have 
frequent blood tests mainly to monitor your kidney function. 

Nutrition 
Patients with CHF may become deficient in micronutrients due to reduced intake, 
excessive consumption in some instances, and increased loss induced by diuretic 
therapy. These deficiencies might have an adverse effect on symptoms and prognosis. 
There is accumulating evidence that patients with CHF, and hence the highest 
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morbidity and mortality, may receive significant benefits from multiple micronutrient 
supplementation. Supplementation with micronutrients is an inexpensive way of 
improving heart function and physical quality of life. The largest evidence is for 
thiamine supplementation in heart failure. Thiamine has proved as an inexpensive add 
on therapy in heart failure and it has not only improved symptoms of the patient but 
also functional and physiological parameters in heart failure. CoQ10 is an essential 
cofactor for energy production and is also a powerful antioxidant. A low level of 
myocardial CoQ10 is related to the severity of HF. Long-term CoQ10 treatment of 
patients with chronic HF is safe, improves symptoms, and reduces major adverse 
cardiovascular events. For a balance supplementation pls click here: 
link to be added later 

DVLA Advise (copied from the DVLA document) 
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Note: the DVLA bars Group 2 bus and lorry licensing whenever left ventricular ejection fraction is less than 40%

Symptomatic  Must not drive and must notify  
the DVLA if arrhythmia has caused  
or is likely to cause incapacity (see 
page 52).
May be relicensed/licensed once 
arrhythmia is controlled, provided there 
is no other disqualifying condition.

 Must not drive and must notify  
the DVLA.
Licence will be refused or revoked.
Relicensing may be permitted if:
■  the applicant is on treatment
■  the applicant has remained 

asymptomatic for a period of  
1 year and

■  the applicant remains under regular 
specialist electrophysiological review.

A 1–3 year licence may be considered 
if the specialist electrophysiological 
review is satisfactory.

Group 1   
car and motorcycle

Group 2  
bus and lorry

Asymptomatic
NYHA class I

 May drive and need not notify  
the DVLA.

 May drive if LV ejection fraction is 
at least 40% but must notify the DVLA.

Symptomatic 
NYHA class II

 May drive if symptoms are stable 
and not likely to distract the driver or 
otherwise affect safe driving but need 
not notify the DVLA.

 May drive if left ventricular ejection 
fraction is at least 40%, symptoms 
are stable and not likely to distract the 
driver or otherwise affect safe driving 
but must notify the DVLA.

NYHA class III  May drive if symptoms are stable 
and not likely to distract the driver or 
otherwise affect safe driving but need 
not notify the DVLA.

 Must not drive and must notify  
the DVLA.
License will be refused/revoked.
Relicensing can only be considered if 
symptoms controlled and in NYHA I or 
II, and left ventricular ejection fraction 
is at least 40%.

NYHA class IV  Must not drive and must notify  
the DVLA.
License will be refused/revoked.
Relicensing can only be considered if 
symptoms controlled and in NYHA I, 
II or III.

 Must not drive and must notify  
the DVLA.
License will be refused/revoked.
Relicensing can only be considered if 
symptoms controlled and in NYHA I or 
II, and left ventricular ejection fraction 
is at least 40%.

Left ventricular 
assist device 
implanted

 Must not drive and must notify  
the DVLA.
Driving may be relicensed under 
individual assessment only after  
3 months from implantation.

 Must not drive and must notify  
the DVLA.
Licence will be refused or revoked 
permanently.

Heart failure
Please refer to NYHA classification detailed on page 62.
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New York Heart Association (NYHA) classification 

Blood tests 
date

Hb

MCV

Iron

B12

Folate

Vit D

TSH

T4

Na

K

Creat

UA

HBa1c

BNP
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Group 1   
car and motorcycle

Group 2  
bus and lorry

CRT pacemaker  Must not drive for 1 week and 
must notify the DVLA.
Driving may resume after at least  
1 week following implantation if:
■  there are no symptoms likely to 

affect safe driving
■  there is no other disqualifying 

condition.

 Must not drive and must notify  
the DVLA.
Driving may resume after at least  
6 weeks following implantation if: 

■ LV ejection fraction is at least 40%
■ the requirements under heart failure 

section (see above) are met 
■  there is no other disqualifying 

condition.

CRT defibrillator 
 

 May drive subject to following 
provisions being met but must notify the 
DVLA. 
Provisions:
■  the requirements under implantable 

cardioverter defribillator (ICD) are met
■  there is no other disqualifying 

condition.

 Must not drive and must notify  
the DVLA.
Licence will be refused or revoked 
permanently.

Cardiac resynchronisation therapy (CRT)

Note: the DVLA bars Group 2 bus and lorry licensing whenever left ventricular ejection fraction is less than 40%

New York Heart Association (NYHA) Classification of heart failure 
The New York Heart Association (NYHA) classification is used to grade the severity  
of functional limitations in a patient with heart failure (1):

■ class I no limitation of physical activity 
■ ordinary physical activity does not cause fatigue, breathlessness or palpitation 

(includes asymptomatic left ventricular dysfunction)
■ class II slight limitation of physical activity 

■ patients are comfortable at rest. Ordinary physical activity results in fatigue, 
palpitation, breathlessness or angina pectoris (symptomatically ‘mild’ heart failure)

■ class III marked limitation of physical activity 
■ although patients are comfortable at rest, less than ordinary activity will lead  

to symptoms (symptomatically ‘moderate’ heart failure)
■ class IV inability to carry out any physical activity without discomfort 

■ symptoms of congestive cardiac failure are present even at rest. Increased 
discomfort with any physical activity (symptomatically ‘severe’ heart failure).
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HF chart of Mr/s     optimal (dry) wt:         kg 

Month: [kg] BP HR Month: [kg] BP HR

example 67 120/70 77

1 1

2 2

3 3

4 4

5 5

6 6

7 7

8 8

9 9

10 10

11 11

12 12

13 13

14 14

15 15

16 16

17 17

18 18

19 19

20 20

21 21

22 22

23 23

24 24

25 25

26 26

27 27

28 28

29 29

30 30

31 31
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Medication list 

Intolerance list

name dose comment

name dose comment
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