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GOALS

Improve 
understanding of 
benefits of GDMT in 
HF w/ CKD

1

Improve 
understanding of 
acute & chronic 
hemodynamic e-GFR 
changes

2

Improve 
multidisciplinary and 
personalized care

3I-HEFCARD 2023



Bagaimana penatalaksanaan pasien HF + CKD di RS sejawat?

a. SpJP dan SpPD/nefrolog rawat bersama, namun blm ada komunikasi
langsung

b. SpJP dan SpPD/nefrolog rawat bersama, membuat keputusan
bersama dan bahkan berkomunikasi langsung

c. Ditatalaksana SpJP tanpa konsultasi SpPD oleh karena suatu alasan

d. Ditatalaksana SpPD tanpa konsultasi SpJP oleh karena suatu alasan
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CKD EPI? 
Cockcroft Gault? 

Which formula? 
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(ESC) Warming Up - Question 1

Which patient has the worst prognosis?

A. Geriatric, male, reduced EF, e-GFR 60, high NT-pro BNP, overload

B. Geriatric, male, preserved EF, e-GFR 40, high NT-pro BNP, overload
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High prevalence of CKD in HF (trials, and registries)
...and prognostic significance

Damman K, et all. Renal impairment, worsening renal function, and outcome in patients with heart failure: an updated meta-analysis. European heart journal. 2014;35:455-469.
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REAL NIGHTMARE?
for patients & doctor

With 
drug 
therapy: 

Changes in GFR

Hyperkalemia 

Poor evidence in advanced CKD

Impact of CKD in drug pharmacokinetics

Other comorbid condition

Challenges in HF- CKD
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GDMT Implementation?
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WHY RENAL FUNCTION IS IMPORTANT?

the organ that is in the end responsible 
for the maladaptive salt and water 

retention in response to 
neurohormonal  activation

( heart kidney interaction)

there where evidence-based 
treatments in HFREF exert their action

(influence and influenced)

one of the strongest 
predictors of clinical outcome 
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RENAL FUNCTION IN ACUTE 
HEART FAILURE
(Clinical scenario patient admitted with congestion &/ worsening renal function)
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Let me show you the case……

Female, 64 years old w/ HFrEF – Non ICM - DM

2021: Lab Cr 1.3 (e-GFR 49)

Tx: ARNI 2 x 25 mg po, Bisoprolol 5 mg, Spironolactone 50 mg, SGLT2-inh, Furosemide prn, insulin

EF 28% → 50%  → type C hospital

2023 June: ER with dyspnea, CXR: congestion + pleural effusion + BRPN, minimal pretibial edema, gallop (+) 

Tx: Candesartan 16 mg, ISDN 5 mg tid, Amlodipine 5 mg po, Bisoprolol 5 mg, Furosemide 40 mg od, insulin

Lab: Cr 2.3 (e-GFR 29), Na 128, K 4.9
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Question 2

What is your preferred diuretic strategy? 

A. Discharge with increased doses of loop diuretics

B. Furosemide 80 mg iv bolus 

C. Furosemide 80 mg iv bolus + MRA

D. Else

I-HEFCARD 2023



IMPORTANT RULES

1) Door to diuretic time
2) Evaluation within 2-6 hours
3) Appropriate dosing according natriuresis/diuresis
4) Only stop when the patient is ‘dry’
5) Continue GDMTI-HEFCARD 2023



Question 3

Fluid balance in 10 hours: Diuresis 3500 cc

BUT, Creatinine goes up! Cr 2.2 → 3.1 , K 5.4. Which one is true? 

A. Evaluate non cardiac causes and evaluate congestion

B. Keep and maintain the dose of ACEi, MRA

C. Halve the dose of ACE-i and MRA

D. Keep the ACE-I and halve the MRA

E. Stop MRA and see nephrologist 
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MRA

ACE/ARB

Cr 2.2 → 3.1 , K 5.4. 
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WRF in acute setting

1. First 3 days = shows hemodynamic derangements 

2. Later changes

1. Effective decongestion = NOT BAD

2. Initiation/up titration of  neurohormonal 

blockade = NOT BAD

3. Concomitant conditions

4. Administered nephrotoxic agents

Reduced cardiac output = minor role
Central venous pressure = strongly affect
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Creatinine fluctuations = transient change = not a kidney damage

ADHF therapies should not be tailored toward a
goal of improvement in renal function!

The focus of care should be identifying and preventing the 

factors that result in cardiorenal destabilization.

Improvement in renal function observed during ADHF 

management is a marker for greater disease severity, 

including more severe renal dysfunction and likely more 

congestion.

Natov et al,Circulation: Heart Failure. 2023;16
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Acute dip of GFR?

Don’t be afraid, it’s OK!

Mullens W, Eur J Heart Fail 2020; 22:584-603.

Decongestion (+) , Initiation/Up-titration (+)

Look the medication, not e-GFR only!
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RENAL FUNCTION IN CHRONIC 
HEART FAILURE
(Clinical scenario: the patient with renal dysfunction)
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Normal vs HF

In chronic heart failure, 
changes in GFR over time 
relate to a progressive 
loss of functioning 
nephrons. 
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FOUR PILLARS THERAPY IN HF- ADVANCED CKD
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MRA
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Renal approach 
to initiate and titrate

quadruple therapyI-HEFCARD 2023
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CAN WE DO SOMETHING FOR  
RENOPROTECTIVE ACTION?
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ARNI
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HOW TO USE SGLT2-I?

ANY MOMENT IN TIME!
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Multi
disclipinary
approach
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TAKE HOME MESSSAGES……

• Both CKD and HF are intertwined, prevalent, and related to worse outcome

• Consider the current situation. Right analysis >> right decision.

• Don’t overreact with WRF. Worsening renal function should not stop 
decongestion and/or neurohormonal blockers. Acute dip e-GFR following 
initiation and up-titration RAAS blocker is OK. 

• SGLT2/ARNI do lower down the progression of CKD in HF

• Personalized therapy and multidiscipline approach are needed
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Which beta blocker in dialysis? 
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Goals?

1) Thorough decongestion

2) Maintain GDMT 

3) Ensure adequate perfusion pressure 
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