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EDITORIAL

Heart failure, zip code, and telemetry: a trinomial in
need of understanding
Insuficiencia cardiaca, código postal, y telemetría: un trinomio con
necesidad de entenderse
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Congestive heart failure (CHF) is one of the major public
health problems in our environment. It affects approximately 26 million people worldwide and 1%-2% of the
European population. Its prevalence in Spain is 7%-8%, with
an incidence rate of 1.24 per 1000 inhabitants. Prevalence
rises exponentially with age, being under 1% before the age
of 50 and over 10% over the age of 70. It is the primary
cause of hospitalisation in people over 65 years of age, with
a re-hospitalisation rate of 23% to 58% during the first year.
Hospital mortality rates are approximately 9.2% and these
increase up to 14.5% over the follow-up year with a five-year
survival rate of 40%. It accounts for 7.1% of public health
costs in our environment.1 Incidence and prevalence rates
appear to be on the increase, due to the progressive ageing
of the population, improvements in care and survival from
chronic diseases and the fact that it constitutes the final
stages of many heart diseases where survival has also risen.
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The study by Pedro Tárrega López and contributors
published in this edition of ‘‘Clínica e Investigación en Arteriosclerósis’’2 describes the differential characteristics of
the population with CHF treated in 2 healthcare centres,
one in an urban environment and the other in a rural environment, within the ALBAPIC study (heart failure in primary
care in Albacete). This is a highly interesting initiative,
delivering knowledge on the characteristics of the rural population with CHF. Patients with CHF in rural areas are older,
and have a higher rate of concomitant diseases, greater
prevalence of oncological diseases, poorer lipidaemic control and lower use of diagnostic and therapeutic measures
than residents in urban areas. This is in keeping with data
from other populations. In the rural population valve disease
was remarkable as CHF aetiology, compared with ischemic
heart disease in the urban population. The higher rate of
first and second hospital re-admission was notable in the
rural population, although as the number of re-admissions
increased the proportion was inverted and we are unaware
whether this was due to non referral or to the presence
of care programmes for patients with advanced CHF. The
low number of diagnostic echocardiograms in both areas
was also surprising, with this being higher in the rural
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area (35% vs 22.2%). It would be necessary to have a more
detailed awareness of the characteristics of the 2 groups
and the availability of ultrasound studies for both groups.
One notable fact was the high number of patients with
normal ejection fraction. The authors made an interesting
final care improvement proposal for patients with CHF to
avoid possible inequalities due to geographical location. The
proposal included multidisciplinary involvement and collaboration; an improvement in the recording of clinical data;
improvement in vaccination coverage and in particular, an
improvement in communication between primary care and
hospital care, with a prominent role being given to new
technologies, and especially telemedicine.
The first CHF registration data from the Spanish Society of Cardiology (SEC-Excelente), contained recently in a
press release showed that 44.9% of patients hospitalised for
CHF had not been previously diagnosed, indicating a delay
in diagnostic procedures.3
We have witnessed a formidable revolution in recent
years in the treatment of heart failure with reduced ejection fraction combined with better adherence to drugs
and treatments which have been proven to be effective
in reducing morbimortality, although there is still much
room for improvement. In a recent study in our environment which included outpatients with CHR and ejection
fraction of <40% from the MUSIC (2003-2004) and REDINSCOR I (2007-2011) registers, with 4-year follow-up, it was
observed that patients in the most contemporary register
had more frequently received beta blockers (85% compared
with 71%; P < .001), antialdosteronic agents (64% compared
with 44%; P < .001), automatic implantable defibrillator
(19% compared with 2%; P < .001) and re-synchronisation
(7.2 compared with 4.8%; P = .04). the most contemporary population presented a reduction in sudden death (6.8
compared with 11.4%; P < .001) secondary to therapeutic
improvement.4 In the study by Pedro Tárrega López and
contributors the percentages of treatment with beta blockers and antialdosteronic agents were lower. The additions
to conventional treatment of mineral corticoid receptor
antagonists, angiotensin receptor antagonists and neprilysin
enzyme inhibitors(ARNIs) and sodium glucose co-transporter
inhibitors (SGLT2) reduces the combined end point of cardiovascular death and admission for CHF by 62%.5
Advanced CHF represents between 1% and 10% of patients
with CHF but due to its high frequency of recurrent hospitalisations generates a major use of resources which account
for the 60% of care costs. The growing number of cuttingedge treatments and technologies for advanced heart failure
offer more options than ever before which is why early diagnosis of these patients is important so as to avoid reaching an
optimum therapeutic option too late and also to assess when
the patient would be a candidate for palliative care programmes to improve their quality of life. The ‘‘Heart Team’’
is particularly necessary for patients with advanced CHF,
who may benefit from more complex therapeutic options,
such as implantable defibrillators, advanced surgical options
with percutaneous techniques or transcatheter or heart
transplants.6 No patient with advanced CHF should fail to
receive or should receive delayed treatment options or optimal care due to geographical issues.
Approximately 50% of patients with CHF present with normal ejection fraction (HF-pLVEF). HF-pLVEF is a complex and
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heterogeneous clinical syndrome composed of multiple processes with different psychopathological mechanisms and
caution therefore needs to be taken when interpreting outcomes when we group all patient under the same HF-pLVEF
umbrella. These patients present with a rate of admissions, re-admissions and impact on quality of life which
is similar to patient with reduced ejection fraction and
there is no optimum treatment at present. Its management
requires an interdisciplinary approach.7 The patient phenotype through mass data analysis is presented as a promising
option for standardising and improving the treatment of
these patients.
A systematic review showed that care in multidisciplinary
CHF units was associated with a 32% reduction in hospitalisations for CHF and a 29% drop in mortality from all causes.
This constituted a key element in the management of these
patients.8
The Spanish population living in rural municipalities is
estimated to be approximately 6,400,000. Provincial diversity in levels of urbanisation and ruralisation is high. At least
2 million people take a mean of 66 minutes to reach towns,
which means there is almost a 50% increase with regard to
the threshold of accessibility considered to be optimum. One
of the rural population traits is a higher rate of ageing, comorbidity and dependence.9 When designing a care route for
CHF it is essential to avoid inequity of care to patients who
reside in areas which are more distant from urban centres.
New technologies and particularly telemedicine are presented as promising elements for providing systemised
care to patients with complex diseases, and they facilitate integration and collaboration between primary and
hospital care. In the study by Pedro Tárrega López and
contributors2 randomised TIM trial results stand out showing that telemedicine reduces re-admissions and mortality
and improves the quality of life in both the urban and rural
population with CHF.10 The use of telemedicine in patients
with CHF has proven to be cost-effective, with a 35% cost
reduction.11 Telemedicine in heart failure is an area with
many possibilities but with a long way still to go. The HERMeS clinical trial, led by the University Hospital of Bellvitge
and the primary care teams, with participation for other hospitals and chronic care and nursing teams will be one of the
largest studies conducted in Spain, to assess the impact of
the mobile telephone and telemetry in patients who have
been discharged from hospital with CHF. The programme
includes the use of m-Health to coordinate the earliest
visit after discharge, facilitating structured patient followup with individualised care plans, facilitating coordination
in the search for possible alternatives to hospitalisation in
the case of decompensation, such as the day hospitals or
transfers of patients to other specialised teams if necessary,
inducing the Advanced heart failure and transplant unit.12
When implementing new technologies we should take into
consideration the cognitive barriers and motivation as well
as the physical problems and problems of perception that
the old and elderly people may have so as not to increase a
possible digital gap.13 The Covid-19 pandemic has entailed
an enormous healthcare crisis, with a high cost to lives, and
also to economic and social spheres. It has also multiplied
by 10 the use of telemedicine. This may be the ideal time
to eliminate barriers and continue with the expansion of
telemedicine.14 CHF is a huge public healthcare problem
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which requires improvements in its diagnostic and therapeutic approach. If we have diagnosed the problem and we
are aware of possible solutions, why are we not dealing with
this?
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