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CASE 
PRESENTATION

UNCOMMON PRESENTATION OF COMMON DISEASE



OBJECTIVES

By the end of this presentation participants will be able 

•Describe the standard treatment regimen of HFrEF

•List common barriers to implement this treatment in primary care

•Describe some practical aspects of HF treatment  



No financial interests to disclose



CASE  PRESENTATION

A 40 yo woman presented to the ER with  a new onset of shortness of breath and orthopnea.

• PMH:  HTN, the treatment was discontinued because of BP was normal/low

• DM, on Ozempic, Hgb A1C 5

• Depression and Anxiety 

• Asthma, not on treatment



CASE  PRESENTATION

•  Ozempic 1 mg SC weekly. 

•  Wellbutrin XL 300 mg daily.  

•  Effexor XR 300 mg daily. 

•  Lorazepam 0.5 mg as needed.  

•  Salbutamol 100 mcg one to two inhalations as needed. 

•  Trazodone 100 mg daily. 

•  Vitamin B12 1 mg IM monthly.

Home medications



CASE  PRESENTATION

• SOB with physical activities started a week prior to her presentation, gradually progressed to 
significant limitation and inability to lay flat. Dyspnea was accompanied by some chest pain. 

• She was in good health prior to that. No acute illnesses, no vaccinations. 

• She drank alcohol “too much” - 3 drinks a day 5 days a week; smoked a few cigarettes a day.

• FAMILY HISTORY:  father died of a heart attack at the age of 53.



PHYSICAL EXAMINATION

• Looked well.

• VS: BP 111/81, HR 98/min, Sat 97% on ambient air. 

• JVP +6 cm. Heart sounds were regular without murmurs. 

• Few crackles in the lungs.

• No peripheral edema.

• POCUS Poor LVF
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CASE  PRESENTATION

• No evidence of PE.

• The findings are suspicious for pulmonary edema with bilateral pleural effusions. 
Superimposed infection is difficult to exclude.

• Admitted with new HEART FAILURE

CT ANGIO



CASE  PRESENTATION

• Moderate LV cavity dilatation. Severe LV systolic dysfunction. EF 17%. 

• Severe hypokinesis to akinesis. Increased left atrial pressure.

• Normal RV size and function. RVSP is mildly increased; 46.6 mmHg.

• Severe LA and mild RA enlargement.

• Moderate MR, mild TR.

• No significant pericardial effusion. Moderate bilateral pleural effusion.

• Suggestive of ischemic cardiomyopathy.

ECHO









ETIOLOGY OF HFrEF 

• She reported 3 drinks a day 5 days a week ~ 15/w

• Heavy drinking per CCS HF Guidelines  2017 - W >1 /d, M >2/d 

                                                   Binge drinking W>3/d, M >4 /d

ALCOHOL



GOVERNMENT of CANADA

Women:

limit alcohol to no more than:

2 drinks per day, 10 drinks per week, 3 drinks on special occasions.

avoid drinking alcohol on some days.

Men :

3 drinks per day, 15 drinks per week, 4 drinks on special occasions

avoid drinking alcohol on some days

Low risk alcohol consumption limits



MYOCARDITIS









Myocarditis?

CRP 33
TnI < 0.02 



OTHER  ETIOLOGIES

• Hemochromatosis:  Ferritin 24, TSAT 10%

• Sarcoidosis :  no intra-thoracic lymphadenopathy, serum ACE 14

• TSH 0.77

• Familial - father died of a heart attack at 53. 

• Idiopathic

• Chagas - can start decades after initial infection, no characteristic echo findings

• Cardiac amyloidosis, Fabri —> for cardiology



CORONARY ANGIOGRAPHY 



HF TREATMENT



HF TREATMENT

DIURETICS



HF TREATMENT

• Loop diuretics - Furosemide, Bumetanide, Torsemide. 

• Oral Furosemide depends on the rate of GI absorption, bioavailability ~50% (10-90)

• Furosemide half-life < rate of GI absorption (absorption limited)

• IV x2 potent than PO

• Gut edema and low duodenal blood flow slow absorption, not bioavailability

• Bumetanide, Torsemide - higher bioavailability but no much clinical benefit.

DEGONGESTION 



HF TREATMENT

• Furosemide increases NaCl exertion for a few hours

• Adaptations:

                           post diuretics Na retention (should decreased Na intake)

                           Braking phenomenon (activation of RAAS), nephron remodelling, extra-         

                           cellular fluid volume depletion.

• Furosemide - x2 oral dose or IV, better BID

DEGONGESTION



HF TREATMENT

• HypoNatremia - poor prognosis 

• Vasopressin receptors antagonist Tolvaptan - improves hyponatremia, no long term clinical 
effect.

DEGONGESTION



HF TREATMENT

NEJM in 2022 - Acetazolamide 500 mg IV daily for 3 days, more rapid improvement of congestion, 

no major side effects.  



CASE  PRESENTATION

• She was started with:

            Lasix

            Bisoprolol

            Entresto 

            Empagliflozin 

 



HF TREATMENT



HF TREATMENT



CAN-HF - HFrEF

• Median Age 71 

• ~ 30% < 64

• Female 28%



HF TREATMENT



Adelphi Real World HF Disease Specific Programme





CLINICAL INERTIA

• Might be different perspective of cardiologists vs primary care/ GIM.

• Much discrepancy between patients in clinical studies compared to “real world”

• Primary care pts - more co-morbidities, more medications, frailty

• Patients’ perspectives (quality vs quantity)

• Polypharmacy 



HF TREATMENT

• Entresto $3.70 ~ $220/mo

• Jardiance $2.76 ~ $ 80/mo

• Dapagliflozin $0.68 ~ $ 20/mo

• Ramipril 10 mg $0.1

• Perindopril 8 mg $0.28

• Spironolactone 25 mg $0.04 Aldactone 25 mg $0.27

• Eplerenone 25 mg $1.37 ~ $40/m0

• Metoprolol TARTRATE 

PRICE - ODB REIMBURSEMENT



TREATMENT BARRIERS

• Low BP  - D/C Amlodipine, CCB

• CKD - ARNI and MRA excluded pts with eGFR<30, K >5.

• Polypharmacy - 5 or more medications 



HF TREATMENT

• No specific sequence, ACEi/ARBs well tolerated —>ARNI (if SBP>100) 

• BB when euvolemic, maybe start later in the course.

• SGLT-2i - right away 

• Start multiple medications at once

• Titrate every 1-2 weeks

SEQUENCE AND TITRATION



CASE  PRESENTATION

• She started feeling better, was discharged on Entresto, Bisoprolol, Jardiance and 
Spironolactone

• Referred to HF clinic 

• She was doing better according to their note, with some improvement of LVF EF>30%

• Still waiting for cardiac MRI 5 mo after initial presentation. 



HF IMPROVED EF

How to continue if HF improved or resolved.

SSC Guidelines 2017 - GDMT can be withdraw in: 

•                   Tachycardia related

•                    Alcoholic

•                    Chemotherapy

•                    Peripartum

•                    Valve Sx



HF IMPROVED EF

• ACC/AHA/ESC - to continue



HF IMPROVED EF

• Asymptomatic, EF >50%, LVEDV normalized, NT pro-BNP <250. 

• 44% had HF relapse after treatment withdrawal.

TRED-HF



TEACHING  POINTS

• Start with something, safest ACEi/ARBs, ARNI (If $ allow), BB, SGLT-2 (Dapa)

• Metoprolol Tartrate wasn’t used in clinical studies, consider switching to Bisoprolol but 
maybe it’s as good as succinate. 

• Carvedilol and Spironolactone decreased BP

• Painful gynecomastia in 9% on men of Spironolactone

• Increase the dose in some patients 

• Order cardiac MRI - my personal teaching point.
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