ABSTRACT
Title:
What is the prevalence of Heart Failure with preserved Ejection Fraction (HFpEF) in patients referred for Sleep Apnoea assessment?
Introduction:
A typical patient, with hypertension, diabetes or obesity, presenting with breathlessness and fatigue may be referred for cardiovascular review, but likewise for sleep apnoea assessment.  In the symptomatic patient, current guidelines indicate the use of natriuretic peptides and echocardiography for diagnostic work-up of heart failure. We aimed to determine the prevalence of heart failure with preserved ejection fraction (HFpEF) in patients referred for sleep apnoea testing. 
Methods:
Patients scheduled for a diagnostic respiratory polygraphy were recruited as part of an ongoing prospective, observational study. Exclusion criteria included age <40years, diagnosis of heart failure or treated SDB. Each patient was assessed with a clinical cardiovascular assessment, electrocardiogram, N-terminal-pro BNP (NT-proBNP) and echocardiogram.
Results:
Preliminary data for 40 patients are presented in this abstract. Hypertension, obesity and diabetes were highly prevalent (Table 1). Sleep apnoea was identified in 27 patients (68%). 63% were breathless and 30% had peripheral oedema. All were in sinus rhythm. NT-proBNP levels ranged between 5-483pg/ml. Nine patients (22.5%) had NT-proBNP levels above 125pg/ml, the NICE recommended threshold for echocardiography referral.  Of these, six patients (65%) had normal diastolic and systolic function. One patient had definite diastolic dysfunction by ASE and EACI 2016 criteria. One patient had severe septal left ventricular hypertrophy. No significant correlation between NT-proBNP and SDB severity (apnoea-hypopnoea index) was seen (r = -0.08, p = 0.961). 
Conclusion: 
Cardiovascular risk factors are highly prevalent in patients referred for sleep apnoea assessment. However, among this population HFpEF is uncommon. Given the considerable proportion of false positive NT-proBNP levels, biomarker screening for heart failure in these patients may have limited benefit. The value of echocardiography, however, remains to be determined. We wish to present our full study results at BCS 2018.  





	
	Patients (n = 40)

	Age (Mean ± SD)
	58.9 ± 10.9

	Male
	22 (55%)

	BMI (Mean ± SD)
	32.9 ± 5.6

	Hypertension
	24 (60%)

	Diabetes Mellitus
	8 (20%)

	Coronary Artery Disease
	6 (15%)

	Atrial fibrillation
	1 (2.5%)

	NT-proBNP (Mean ± SD)
	89.3 ± 88.9

	LVEF (Mean ± SD)
	61.9 ± 3.9


Table 1. Baseline Characteristics
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ABSTRACT
Title:
Does NYHA class predict health-related Quality of Life (QoL)? 
Introduction:
Improving quality of life (QoL) in heart failure patients is a key objective of management. Assessment of health-related QoL is recommended, however, there is a lack of clarity on the best method. Despite the use of validated health-related QoL assessments in clinical trials, their use in routine practice is yet to be widely adopted.   Conversely, functional assessment using New York Heart Association (NYHA) classification is standard procedure in the monitoring of heart failure patients
Methods:
152 patients attending two heart failure clinics at the Royal Brompton Hospital, between May 2015 and May 2017 were invited to complete three QoL assessments, comprising of the Minnesota Living with Heart Failure questionnaire (MLwHF), the EuroQoL 5D-3L (EQ5D-3L) and the Kansas City Cardiomyopathy questionnaire (KCCQ). Data on the patient demographics, co-morbidities, NYHA class, BNP (Brain natriuretic peptide), renal function and cardiac function were recorded.
Results:
[bookmark: _GoBack]94% of patients were willing to participate. The EQ 5D-3L questionnaire had all questions answered by 92%, compared to 86% for the MLwHF questionnaire and 49% for the KCCQ. 32% of patients requested assistance in completing the questionnaires. NYHA class was the only variable to significantly correlate with each of the QoL assessment tools (r = 0.613, p = 0.01). However, there was a wide spread of QoL outcome scores for each NYHA class (Figure 1). 
Conclusion: 
Although NYHA class correlated significantly with QoL scores, in each class there was high variability in the QoL scores between individual patients. NYHA classification is a focused functional assessment made from the perspective of the clinician as opposed to the patient, limiting its usefulness. Therefore, the incorporation of validated methods to assess health-related QoL into clinical practice is required. Based on completion rates, ease of scoring and the disease-specific design the MLwHF was the preferred choice.
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Conclusion:
Cardiovascular assessment of patients at risk of SDB demonstrated a high presence of typical symptoms and functional limitations. Nearly a quarter of patients had elevated NT-proBNP levels and HFpEF, with one patient satisfying the diagnostic criteria for HFpEF.  With further data the case for integrated cardiac screening in SDB testing may be justified if the detection of a clinically significant cohort of unrecognised HFpEF.  
Nearly a quarter of patients being tested for SDB have elevated biomarkers.  
HFpEF is associated with adverse morbidity and mortality, making its recognition important. 


The mean NT-proBNP level was 65pg/nL (range 5-483)62.5% of patients reported symptoms of breathlessness and 30% peripheral oedema. 22.5% above 125pg/nl ESC guideline diagnostic threshold. All patients were in sinus rhythm and had preserved ejection fraction. Echocardiographic criteria for diastolic dysfunction was 
92.5% had normal diastolic, 2 patients (5%) had indeterminate diastolic function and 1 patient (2.5%) diastolic function.
One patient had severe septal left ventricular hypertrophy. 
HFpEF is associated with adverse morbidity and mortality and is important to recognise. 
The diagnosis of HFpEF is dependent on a combination of clinical symptoms/signs, raised biomarkers and evidence of structural/ diastolic abnormalities. Although NT=proBNP was raised for a nealy q quater of patients 

It is well-established that SDB is highly prevalent in heart failure, but the presence of unrecognised HFpEF in patients tested for SDB is unknown.
Background: The prevalence of underlying cardiovascular disease in those who die suddenly varies with age (Finocchiaro et al 2016). Cardiovascular magnetic resonance (CMR) imaging can provide incremental in-vivo diagnostic value in those resuscitated from sudden cardiac arrest (SCA) but this practice is not yet supported by guideline recommendations.
Method: CMR data from consecutive patients (2002-2016) referred within 6 months of resuscitated SCA were retrospectively reviewed. Patients aged >40 years of age were excluded because, for them, coronary artery disease is known to be the leading cause of SCA.
Results: In total, 89 SCA survivors (mean age 28 Ã‚Â± 8 years, 54% male) underwent contrast-enhanced CMR. Of these, rhythm disturbances during resuscitation were ventricular fibrillation (90%), ventricular tachycardia (7%), and a non-defined shockable rhythm (3%). The CMR study was reported as normal in 47%. The most commonly reported diagnoses (see figure A) were; dilated cardiomyopathy (18%), acute myocarditis (8%), myocardial infarction (7%), and hypertrophic cardiomyopathy (4%). Late gadolinium enhancement was present in 31%, including 5% of patients with an otherwise normal study. Eight patients (9%) were known to have a cardiovascular problem prior to SCA and 18% (n=16) had new disease identified by other investigations, such as echocardiography (see figure B). For the remainder of patients, CMR identified a new diagnosis in 26% (n=23) and excluded important structural abnormalities in 47% (n=42). The new diagnoses by CMR were early dilated cardiomyopathy (39%), acute myocarditis (30%), ARVC (13%), myocardial infarction (4%), and hypertrophic cardiomyopathy (4%).
Conclusion: Contrast-enhanced in-vivo CMR findings in young adult survivors of SCA excluded important structural cardiac disease in 47%, which is similar to the rate in post-mortem studies. CMR provided incremental diagnostic value in the identification of potentially arrhythmogenic substrates due to acute myocarditis, ARVC, and dilated cardiomyopathy that may not be diagnosed by other standard investigations. These results therefore support a role for CMR in the assessment of SCA survivors.
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Figure 1: Distribution of NT-proBNP levels in patients tested for SDB
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Fiqure 1: Distribution of MLWHF Total Score in each NYHA class
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Fiqure 2: Distribution of KCCQ Overall scores in each NYHA class




