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BACKGROUND

P
ersons suffering from chronic heart failure 
(P-CHF) experience a multiplicity of symp-
toms and signs with a significant impact on
quality of life.1-3

This clinical syndrome is a public health problem 
affecting 37.7 million individuals worldwide with a 50%,
five-year mortality rate and responsible for over one-
-third of all deaths from cardiovascular causes.2-3
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RESUMO
Objective: To evaluate the accordance of prognostic medicines prescription (PMP), for persons with chronic heart failure with
reduced ejection fraction (P-CHFrEF), attended in primary health care units in Central Portugal, with the European Society of
Cardiology (ESC) 2021 August, guidelines. To know about mean age, median time since the diagnosis and last echocardiogram
performance in P-CHFrEF.
Methods: Observational, cross-sectional study of a random size representative sample, 95% confidence interval, and 8% error
margin of the P-CHFrEF of a population on 31st December 2021. Age, gender, year of International Classification for Primary
Care-2 (ICPC-2, K-77) problem classification input data, years since the last echocardiogram, ongoing PMP and the use of 
other chronic heart failure (CHF) drugs were gathered. Data were obtained from 11 Portugal Primary Health Care Units, invi-
ted by convenience, after an Ethics Committee approval.
Results: From a universe of n=2,381 persons with CHF, n=453 (19.0%) P-CHFrEF was found. A size representative sample of 
P-CHFrEF of n=133 (5.6%), n=95 males (71.4%) was studied. Prescription of a renin-angiotensin system inhibitor (RAAS-I) was
ongoing in 91.0%, beta-blocker (BB) in 75.2%, mineralocorticoid antagonists (MRA) in 40.6%, inhibitors of the sodium-gluco-
se cotransporter-2 (SGLT2i) in 44.4%, neprilisine inhibitors 38.3% and loop diuretics in 72.2%. The optimized medical quadru-
ple therapy was established in 28 patients (21.1%) and the triple one in 38 (28.6 %). Mean age was of 74.3±11.6 years, males
73.4±11.0 and females 76.6±12.9, p=0.088. The median time since the diagnosis was 6.0 for men and 4.0 for women, p=0.031.
The median time since the last echocardiogram was 3.0, p=0.750 between genders.
Conclusion: According to the 2021 ESC guidelines, prognostic modifying medicines were underused for 50.4% of P-CHFrEF.
Even with these results, a reflection must be made, on the barriers physicians encounter, to comply with the ESC guidelines in
such patients.
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The Portuguese EPICA study revealed, a prevalence of
4.4% amongst adults older than 25 years, and 78% have
at least two hospital admissions per year, leading to an
annual cost of 2.6% of the total public health expenditu-
re, its prevalence is expected to increase in the future.4-5

CHF has been divided into three distinct phenotypes
according to the measured left ventricular ejection frac-
tion (LVEF), the one with reduced ejection fraction 
(P-CHFrEF) being more problematic.6
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Cardiac remodeling attenuation has been the treat-
ment objective and a standard of care in CHF.6-8 During
the past 20 years, the benefits of angiotensin-conver-
ting enzyme inhibitors (ACEI), Antagonists of the an-
giotensin 2 type one receptors (ARB), together with the
Renin-Angiotensin-Aldosterone System-acting drugs
(RAAS-I) and beta-blockers (BB) on mortality, morbi-
dity and hospitalization have been shown.4 For the
treatment of P-CHFrEF a set of four prognostic modi-
fying medicines is recommended, a fifth one being ne-
cessary for symptom relief.6

Novel medicine therapies targeting different path-
ways in the pathophysiology of CHFrEF, namely angio-
tensin receptor-neprilysin inhibitors (ARNI) and so-
dium-glucose cotransporter-2 inhibitors (SGLT2i), were
introduced in the P-CHFrEF management.6,9

The European Society of Cardiology (ESC), issued the-
rapeutic recommendations in August 2021 whose use
must be studied for the primary health care (PHC) setting.6

The ESC Guidelines acknowledge four groups of prog-
nostic modifying drugs, the RAAS along with ARNI, BB,
mineralocorticoid antagonists (MRAs), and SGLT2i.1,6

Under-treatment, clinical inertia, low adherence to
guidelines by PHC physicians, and low drug complian-
ce by patients are frequently associated with poor PCHF
management outcomes.10

More than half of PCHF are diagnosed in PHC cen-
ters and almost a third are treated exclusively by fami-
ly doctors (FD).8 Despite numerous reports on CHF in
hospital settings, studies are scarce on how patients in
PHC are being managed and treated.11

Within the Portuguese National Health Service
(NHS), PHC units can be named UCSP or USF accor-
ding to structural and organizational setting. It is rele-

vant to assess the accordance of current medicines the-
rapy in P-CHFrEF with ESC’s most recent guidelines.1

PCHF and P-CHFrEF can suffer from multimorbidi-
ty, hence patients giving it relative importance, com-
pared to other simultaneous diseases, the same occur-
ring with CHFrEF treatment in the resulting polyphar-
macy context.12-13

This study aimed to evaluate the accordance bet-
ween the 2021 August guidelines issued by the ESC for
the treatment of P-CHFrEF, and the ongoing medicines
prescription in PHC, in the central region of Portugal in
December 2021.6 And, also to know about mean age,
median time since the diagnosis and last echocardio-
gram performance.

METHODS
An observational cross-sectional randomized study in

a population of 2,381 patients diagnosed with CHF (K77,
ICPC-2), on the 31st December 2021, from eleven PHC
units, according to the informatics office of the Portu-
guese NHS Central of Portugal Authority, was performed.
These eleven disseminated PHC units from the cen-

tral region of Portugal NHS were the ones purposively
invited in, after an Ethics Committee approval: UCSP
Cantanhede, USF Mondego, UCSP Soure, USF Fernan-
do Namora, USF Anadia, UCSP Campos do Liz, USF
Rainha Santa Isabel, USF Figueiró dos Vinhos, USF
Pombal, USF Esgueira and USF Grão Vasco, and 
accepted to participate.
Initial data from the PCHF units were obtained from

the informatics office of the Portuguese NHS Central of
Portugal Authority, issuing a list by the NHS number.
This list was later transformed, in each PHC unit, into
an inverted alphabetical order. PHC units assigned fa-
mily medicine internees and specialists, to collect echo-
cardiogram reports as well as the input date and date
of the ICPC2 K77 registration input. The reports were
studied in consensus by two of the research team mem-
bers, according to the oldest registered systolic ejection
fraction. A population of n=453 P-CHFrEF was retrie-
ved, from which a size representative sample, 95% con-
fidence interval, and 8% margin error, was calculated
as n=133, which was proportionally distributed by each
PHC Unit. Each health unit then used its file to gather
its case information according to the number needed
to study, dividing the number of P-CHFrEF to be 
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studied per the number of P-CHFrEF on their inverted 
alphabetically ordered list.
In case of the non-existence of the above-detailed in-

formation, the next P-CHFrEF in the list was studied
and if this one did not have the necessary data either,
the one before would be searched. If neither of them
was eligible, the next random one would be studied.
Per protocol, the sample size was calculated with

[https://pt.surveymonkey.com/mp/sample-size-cal-
culator/] for a confidence interval of 95% and an 8%
margin of error.
PHC data were anonymously transmitted to the in-

vestigators. As inclusion criteria, P-CHFrEF should be
followed up in family medicine appointments, docu-
mented from SClínico (Portuguese NHS official elec-
tronic registrations program), with a clinical appoint-
ment in the last semester. Medicines treatment was re-
trieved from the PEM® software (Portuguese electronic
medicines prescription registry).
For each P-CHFrEF the following variables were re-

corded:
• Age and gender.
• Year of registration of the ICPC-2 K77 problem.
• Years since the last echocardiogram.
• Ongoing prognostic modifying therapy of CHFrEF:
ACEI, ARB, ARNI, BB, MRA, SGLT2i. As in Portugal ne-
prilysin antagonist, sacubitril is only prescribable in
association with the ARB valsartan, for this study,
those prescribed with ARNI were also considered as
ARB prescribed.

• Other drugs for CHF treatment: loop diuretic, digi-
talis, calcium channel blockers (CCBs).

• Other prescribed medicines: non-steroidal anti-in-
flammatory drugs (NSAIDs), oral chronic cortico-
therapy, thiazide diuretic and tricyclic antidepres-
sants.
Data were studied using the Statistical Package for

the Social Sciences (SPSS®), v. 24 for Windows®. Des-
criptive statistical methods were used with measures of
central tendency for continuous variables.
Using the Kolmogorov-Smirnov test, the distribution

of the numeric variables age, years with the diagnosis,
and years since the last echocardiogram were tested.
For nominal, ordinal, and numeric non-normal varia-
bles, non-parametric tests were used, p-value <0.05
being considered for significance. For normal distribu-

tion numerical variables, parametric tests were perfor-
med.

RESULTS
From these 11 PHC Units, a universe of n=2381 PCHF

and a population of n=453 P-CHFrEF was found. A size
representative sample of P-CHFrEF, n=133 (5.6%), n=95
males (71.4%) was studied.
Mean age was of 74.3±11.6 years, males 73.4±11.0

and females 76.6±12.9, p=0.088. The median time sin-
ce the diagnosis was 6.0 for males and 4.0 for females,
p=0.031. Between genders years since ICPC2 Classifi-
cation in-put were significantly different but years sin-
ce the last echocardiogram were not, according to Ta-
ble 1. For the n=87 P-CHFrEF aged ≤80 years, the me-
dian time since the last echocardiogram was 3.0 years,
and for the n=46 older than 81 years it was 4.0 years
(p=0.045).
Table 2 presents the prescription rates of the diffe-

rent classes of drugs, the most frequent ones being BB
(75.2%) and loop diuretics (72.2%). The third and fourth
most prescribed classes were SGLT2i and MRAs, in
44.4% and 40.6%. The ARNI was prescribed in 38.3%.
The ACEI and ARB isolated were prescribed in 34.6%
and 21.8% respectively. For 94.7% there was a prescrip-
tion of a RAAS-I (ACEI plus, ARB, plus ARB+ARNI). In
four persons, a prescription of ACEI and ARB was found
and in one case there was a prescription of ACEI and
ARB/ARNI.
Table 3 presents the number of P-CHFrEF on a com-

bination of three or more prognostic modifying medici-
nes and less than three prognostic modifying therapies.
For n=66 (49.6%) three or more prognostic modifying

drugs were prescribed. Although the ARNI incorpora-
tes an ARB (valsartan, in Portugal) in its pill presenta-
tion, in this study, we considered its use independent
of the use of an ARB isolated, for statistical purposes.
For women, n=16 (42.8%) were treated with three or

more classes of prognostic modifying drugs, and for men,
n=50 (52.6%) were too, with p=0.183 between genders.
Table 4 presents the prescription rates for the diffe-

rent classes of drugs, in the subgroup treated with three
or more prognostic modifying drugs. The most prescri-
bed classes were the BB (93.9%), followed by the MRAs
and the SGLT2i (both 74.2%). ARNI was prescribed in
63.6%. The second most prescribed class was loop 
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diuretics (83.3%), which are prescribed for symptoma-
tic treatment.
According to Table 5, n=28 patients (21.1%), 20 men

and eight women, were on a quadruple combination re-
gime. The most frequent quadruple modifying prog-
nosis association was ARNI + BB + MRA + SGLT2i, in 23
patients (17.3%), n=19 (82.6%) of them simultaneous-
ly medicated with a loop diuretic.

Table 6 presents the results for triple combination re-
gimes. For n=38 patients (28.6%), 30 men and eight wo-
men, a prognostic-modifying triple therapy regime was
prescribed. Association of RAAS-I + BB + MRA was pre-
sent in n=16 (42.1%), with the prescribed RAAS-I being
an ARNI for n=9 (56.3%) and an ACEI for n=7 persons.
For other n=16 (42.1%) patients the association of
RAAS-I + BB + SGLT2i was present, again with n=9

Sex n P25 P50 P75 p (*)

Years since ICPC2 Classification in-put
Female 38 2.8 6.0 10.3

0.031
Male 95 2.0 4.0 7.0

Years since the last echocardiogram
Female 38 1.0 3.0 7.0

0.750
Male 93 2.0 3.0 5.0

TABLE 1. Characteristics of participants

Note: (*) Mann-Whitney U.

Loop diuretics ACEI ARB ARNI BB MRAs SGLT2i Digitalis CCBs Thiazide diuretic

n 96 46 29 51 100 54 59 15 30 12

% 72.2 34.6 21.8 38.3 75.2 40.6 44.4 11.3 22.6 9.0

TABLE 2. Prescription rates for the separate drugs

3 or more prognostic modifying Less than 3 prognostic modifying
Total

therapies n (%) therapies n (%)

Sex (*)
Female 16 (24.2%) 22 (32.8%) 38

Male 50 (75.8%) 45 (67.2%) 95

Total 66 (49.6%) 67 (50.4 %) 133

TABLE 3. Number of patients managed with three or more/less than three prognostic 
modifying medicines, by sex

Note: (*) p=0.183, χ2

Loop diuretics ACEI ARB ARNI BB MRAs SGLT2i Digitalis CCBs Thiazide diuretic

n 55 22 6 42 62 49 49 11 11 4

% 83.3 33.3 9.1 63.6 93.9 74.2 74.2 16.7 16.7 6.1

TABLE 4. Prescription rates in patients treated with three or more prognostic modifying therapies
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(56.3%) being prescribed an ARNI. In this group, n=12
(75.0%) were also on a loop diuretic treatment. The tri-
ple cornerstone therapy (RAAS-I + BB + MRA), was pres-
cribed for 44 patients (33.1%).
Double prognostic-modifying therapy was verified in

n=47 (35.3%) P-CHFrEF, 34 men and 13 women. Out of
these, n=33 (71.7%) were on a RAAS-I + BB. The second
most frequent association was a RAAS-I + SGLT2i in n=9
(19.1%) patients (eight men and one woman). The com-
binations RAAS-I + MRA and BB + MRA were found in
n=3 (6.4%) and n=2 (4.3%) patients, respectively. Also,
out of these 47 patients, n=32 (68.1%) were simulta-
neously medicated with a loop diuretic.
For n=17 (12.7%) P-CHFrEF, 10 men and seven wo-

men, only one prognostic modifying medicine was
prescribed. From these, n=12 (70.6%) were prescribed
with a RAAS-I: n=5 with an ACEI, n=4 with ARNI, and
n=3 with ARB. BB was the second most frequent class
prescribed in monotherapy, with n=4 (23.5%) persons.
Finally, n=1 (5.9%) P-CHFrEF was medicated with
SGLT2i in monotherapy. From this group of P-CHFrEF
under one prognostic modifying medicine, n=8 (47.1%)
were simultaneously medicated with a loop diuretic.
For n=3 (2.2%) P-CHFrEF, no treatment with prog-

nostic modifying drugs was found.

Digitalis was prescribed in n=15 (11.3%)
P-CHFrEF, out of which n=11 (73.3%) were
simultaneously medicated with the opti-
mized P-CHFrEF therapy. The use of CCB
was present in n=30 (22.6%) P-CHFrEF,
with n=19 (63.3%) prescribed suboptimal
P-CHFrEF therapy. In n=18 (13.5%) 
P-CHFrEF, an NSAID medicine was pres-
cribed, n=9 (50.0%) simultaneously on
three or more prognostic modifying drugs.
In n=3 (2.3%) P-CHFrEF, corticosteroid the-
rapy was prescribed, n=2 (66.7%) of them
under suboptimal P-CHFrEF therapy.

DISCUSSION
The main objective of this study was to

analyze the management of the P-CHFrEF
according to the ESC guidelines in PHC in
a representative random study of patients
from 11 invited PHC units in central Por-
tugal.1

All P-CHFrEF should start medical therapy with the
combination of all four groups of prognostic modifying
medicines.14-15 In a n=133 randomized, size representative
sample, n=66 (49.6%) were being treated with three or more
classes of prognostic modifying medicines, n=28 (21.1%)
of them with the optimized medical quadruple therapy.
The ARB + BB combination, whether alone or asso-

ciated with other therapies, was present in 93 patients
(69.9%). This result is superior to other studies.3-4,7-8,10

The individual prescription rates for these two classes
stood out, as 91.0% were prescribed with an ARB and
75.2% with BB, contrasting with previous studies whe-
re lower prescription rates of ARB and BB were repor-
ted.3-4,8,10 A possible explanation for the high use of ARB,
as well as BB, might be that these classes were present
in earlier recommendations for the treatment of CHF.
The triad of RAAS-I + BB + MRA is recommended as

a cornerstone therapy for these patients and was pres-
cribed for n=44 (33.1%) persons, from which n=28
(63.6%) were also treated with SGLT2i.6

According to the ESC guidelines, the DAPA-HF stu-
dy in 2019 and EMPEROR-reduced study in 2020, all
patients undergoing this triple therapy, regardless of
whether they are diabetic or not, should be considered
for treatment with SGLT2i.6,14,17

Male n (%) Female n (%) Total n (%)

ARNI + BB + MRA + SGLT2i 16 (16.8) 7 (18.4) 23 (17.3)

ACEI + BB + MRA + SGLT2i 3 (33.0) 1 (3.3) 4 (3.0)

ARB + BB + MRA + SGLT2i 1 (1.1) 0 1 (0.8)

Total 20 (21.1) 8 (21.1) 28 (21.1)

TABLE 5. Quadruple combination regimes

Male n (%) Female n (%) Loop diuretic

RAAS-I + BB + MRA 11 (36.7) 5 (62.5) 15 (48.4)

RAAS-I + BB + SGLT2i 14 (46.7) 2 (25.0) 12 (38.7)

RAAS-I + SGLT2i + MRA 3 (10.0) 1 (12.5) 3 (9.7)

BB + SGLT2i + MRA 2 (6.7) 0 1 (3.2)

N 30 8 31

TABLE 6. Observed triple combination regimes
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Despite the prescription rates of three or more prog-
nostic modifying medicines classes in this study being
49.6%, thus higher than other previous studies, such
findings indicate non-complete accordance with the
current ESC guidelines.3-4,7,10,13,18

Why P-CHFrEF is still under-treated, or on less ade-
quate combinations, is a matter for future studies. An
explanation might be that FD are ever more managing
frail, multimorbid, polymedicated old patients.12-13,15

Multimorbidity has been shown to have a significant
impact on how recommended pharmacological therapies
are prescribed by FD, as drug interactions and competing
therapeutic requirements must be considered.12-13,19

Many FDs can also be reluctant about starting new
recommended medicines in the elderly for fear of in-
tolerance, adverse drug reactions, or because of price
concerns.20-22 Clinical therapeutic inertia is a problem
to be dealt with in P-CHFrEF.1,12-13,15,17,22

Loop diuretics are symptomatic control medicines in
P-CHFrEF. Therefore, less symptomatic patients could
lead to clinical inertia regarding prognostic medicines,
given the high prevalence of loop diuretics prescrip-
tion. This was not verified in the present study, with
83.3% of the patients on three or more prognostic mo-
difying medicines being simultaneously medicated
with a loop diuretic, against 61.2% on less than three
prognostic modifying medicines.6

Results show an apparent non-inertia, as the pres-
cription rates of SGLT2i (44.4%) and ARNI (38.3%) are
higher than some previously ESC guidelines recom-
mended medicines, namely drugs affecting the RAAS
(55.1%) and MRAs (40.6%).1,12-13,15,17,22 Reasons for this
are to be discovered, but these results favor a good con-
tinuous medical education and a well-designed medi-
cine prescription in December 2021, with the 2021 ESC
guidelines being released on August the 21st 2021. The
reason for this prevalence level of SGLT2i prescription
was not studied, but it may be due to associated diabe-
tes or to heart failure specific indications. ARNI and
SGLT2i were the latest additions to the CHFrEF prog-
nostic modifying treatment regimen. SGLT2i prescrip-
tion is higher than the prescription of ARNI, even
though the SGLT2i approval is more recent. The pro-
portion of prescription rates between the three different
medicines in the RAAS-I group shows that ARNI, des-
pite being the most recent addition and always in as-

sociation with valsartan, is already more prescribed
than ACEI and ARB isolated, in P-CHFrEF. This result is
in line with other studies showing a rapid increase in
ARNI utilization in real-world clinical data.3,23

A significant limitation to the widespread adoption
of the recommended therapeutic strategy can be the
lack of any existing framework allowing PHC physicians
to perceive the adequacy of the implemented treat-
ment.18 Currently, there is no implemented framework
to describe the degree a patient’s medical regimen de-
viates from (or adheres to) the recommendations pre-
sented by the ESC guidelines or others.
To address these liabilities a simple informatics ap-

proach to PHC physicians could be a pop-up asking
about whether:
• PCHF was receiving each of the recommended prog-
nostic modifying medicines;

• PCHF was on target doses for each of these medicines;
• PHCF had been tried on the medicines/optimal do-
ses and these could not be tolerated, despite efforts
at rechallenge or adjustment of other medications;

• PCHF had been checked for literacy about CHF, me-
dicine adherence, and pharmacokinetic or pharma-
codynamics interactions.24-25

This paper did not study if elderly or multimorbid or
polymedicated P-CHFrEF were on lower rates of prog-
nostic modifying medicines.
The presence of NSAIDs prescription in n=18 (13.5%)

P-CHFrEF is somehow worrisome, representing sub-
optimization of CHF therapy, revealing pain as a pro-
blem for P-CHRrEF.
Monitoring of P-CHFrEF should imply an annual

echocardiogram for follow-up. There can be, however,
a fraction of patients who clinically no longer benefit
from carrying out this yearly surveillance. Time since
the last echocardiogram was significantly different, 
older than 80 years P-CHFrEF within a longer mean
time than younger ones. For this sample, the mean time
is strikingly longer than recommended.26-27

For PCHF, particularly P-CHFrEF, knowledge is cru-
cial for adequate pharmacologic and non-pharmaco-
logic treatment. So, consultation time and Person-Cen-
tered Medicine is an important issue to be considered
and put into practice.28-29

As strengths, this study, the first to our knowledge to
acknowledge this matter in Portugal, perceived the rate
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of adequate prescription for P-CHFrEF and the high
prescription rates of loop diuretics. The knowledge of
P-CHFrEF prescribed with NSAIDs and the quality of
medical e.registrations, with deficient exams patient’s
follow-up, namely the echocardiogram. And also re-
vealed, for the elapsed time since the release of the Au-
gust 2021 CHF ESC Guidelines, the pattern accordant
pharmacologic prescription. As weakness the type and
amount of pathologies patients had diagnosed, nor its
treatments, were studied. Also, the fact that it was made
in purposive PHC units, although in a random sample
in these 11 PHC Units. Another weakness was the lack
of a quality of life (QoL) study, which was also not per-
formed. Quality of life in P-CHFrEF should be studied
so that their management can be up-graded.30

CONCLUSION
Underutilization of the most recent evidenced-based

medicine treatments to reduce morbidity and mortali-
ty in P-CHFrEF, particularly in the PHC setting, regar-
ding the prescription of combination regimes accor-
ding to recommended ESC guidelines was found for
49.6%, 17.3% being on a quadruple combination and
23.3% on a triple one. Longer than recommended in-
tervals for echocardiogram monitoring were also found. 
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ABSTRACT

MEDICAÇÃO DA INSUFICIÊNCIA CARDÍACA COM FRAÇÃO DE EJEÇÃO REDUZIDA, NOS CUIDADOS
PRIMÁRIOS DA REGIÃO CENTRO DE PORTUGAL: UM ESTUDO OBSERVACIONAL DE 2022
Objetivo:Avaliar a concordância da terapêutica com medicamentos modificadores de prognóstico (MMP) em pessoas com in-
suficiência cardíaca crónica com fração de ejeção reduzida (P-CICFEr), em cuidados de saúde primários (CSP) na região Centro
de Portugal, com as diretrizes da Sociedade Europeia de Cardiologia (ESC) de agosto de 2021. 
Métodos: Estudo observacional transversal de uma amostra representativa do tamanho, intervalo de confiança de 95% e mar-
gem de erro de 8%, da população com CICFEr em 31/dezembro/2021. Foram estudados idade, sexo, ano de diagnóstico da in-
trodução da Classificação Internacional para Cuidados Primários-2 (ICPC-2, K-77), anos desde o último ecocardiograma, MMPs
para P-CICFEr e outras terapêuticas para P-CICFEr. Participaram, convidadas por conveniência, 11 Unidades de Saúde Familiar
após parecer positivo da Comissão de Ética.
Resultados: Num universo de n=2.381 pessoas com insuficiência cardíaca (PCIC) encontraram-se n=453 (19,0%) (P-CICFEr)
estudando-se uma amostra representativa de n=133 (5,6%), n=95 homens (71,4%). Verificou-se prescrição de medicamentos
inibidores do sistema renina-angiotensina-aldosterona (iSRAA) 91,0%, de betabloqueadores em 75,2%, de antagonistas mine-
ralocorticoides em 40,6%, de inibidores da SGLT2 em 44,4%, de inibidores da neprilisina em 38,3% e de diuréticos de ansa em
72,2%. A terapêutica farmacológica quádrupla verificou-se em n=28 (21,1%) P-CICFEr e a tripla em n=38 (28,6%). Verificou-
-se idade média de 74,3±11,6 anos, 75,1±4,0 no homem e 76,6±6,0 na mulher, p=0,088. A mediana de tempo desde o diag-
nóstico ICPC-2 foi de 6,0 anos no homem e de 4,0 anos na mulher, p=0,031. O tempo mediano desde o último ecocardiogra-
ma foi de três anos, p=0,750.
Conclusão: Os medicamentos modificadores de prognóstico, segundo as diretrizes mais recentes da ESC para a CICFEr, esta-
vam subutilizados em 50,4% dos casos. Apesar dos resultados encontrados é necessária reflexão acerca das barreiras que os
médicos possam encontrar para aplicar as diretrizes em P-CICFEr.

Palavras-chave: Insuficiência cardíaca com fração de ejeção reduzida; Medicina geral e familiar; Medicina familiar; Medicamentos.


