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Comorbid Renal Failure in Heart Failure
JAVIER MARIANI1

In this issue of the Revista, Acosta et al. present a detailed study about the prevalence of renal failure in a
group of patients with heart failure and left ventricular
systolic dysfunction. The study shows what moderate
levels of renal failure (creatinine clearance < 60 ml/
min) are present in more than 40% of patients with
chronic heart failure (CHF). (1) Patients with renal
failure had less functional capacity, poor nutritional
status, and higher biomarker values, and they received
evidence-based treatments less frequently than those
who did not have renal failure.
Heart failure is a condition that most often affects
the elderly. This in part explains the high prevalence of
comorbidities (chronic obstructive pulmonary disease,
sleep apnea, cognitive disorders, arthrosis/arthritis,
depression, cancer, anemia) in general and of renal
failure in particular. (2, 3)
The presence of renal failure in these patients is
associated with higher risk for total and cardiovascular
mortality, and for hospitalizations due to any reason and
to decompensated heart failure. (4-6) This association is
independent of age and ventricular function. (4-6)
Braunstein et al. studied a group of U.S. Medicare
beneficiaries aged ≥ 65 with CHF. Thirty nine percent
of patients had ≥ 5 non-cardiac comorbidities, and
only 4% had isolated CHF. (7) One of the most common comorbidities was chronic renal failure. Although
patients with ≥ 5 cormobidities comprised 39% of the
population, they accounted for 81% of total hospital
days. Half of all the hospitalizations were considered
potentially preventable. In this cohort, chronic respiratory conditions (RR 2.34; CI 95% 2.27 to 2.41) and
renal failure (RR 1.65; IC 95% 1.58 to 1.73) were the
variables associated with the greatest relative risks for
death. In the study by Acosta et al., 42% of patients
with CHF and renal failure had some additional noncardiac comorbidity.
These data highlight the complexity in the management of patients with CHF in clinical practice,
because of the confluence of comorbidities that
determine the prognosis independently of the presence and severity of CHF. Some of the reasons that
explain why patients with comorbidities more often
experience adverse events that result in preventable
hospitalizations and worse survival include: 1) the
underuse of effective treatments for CHF for safety
reasons (like beta-blockers in patients with COPD, or
the ACE inhibitors in patients with renal failure), 2)
the lack of adherence to complex drug regimens, or the
1

incapacity to remember them (the average number of
drugs prescribed to patients ≥ 65 years of age with a
diagnosis of heart failure is 6.8, which represents an
average of 10.1 dose per day), 3) inadequate outpatient
care, inappropriate social support, and failures in
finding and accessing to health care immediately at
the recurrence of symptoms, (8) 4) at the same time,
patients with multiple comorbidities and polipharmacy
are more exposed to drug interactions, 5) finally, the
major burden of chronic diseases may decrease the
physiologic reserve and expose the carriers to a greater
number of acute events.
As Acosta et al. explain, patients with comorbidities in general and with renal failure in particular are
underrepresented in the clinical trials that proved
the efficacy of several treatments for CHF. (9) Betablockers were the most studied drugs in patients with
CHF and renal failure, and data from both the post
hoc analyses of the CIBIS II (bisoprolol) and MERITHF (metoprolol CR/XL) trials, as well as from a small
randomized trial (114 patients) with carvedilol in patients with CHF on hemodialysis, show their efficacy
and safety in a broad spectrum of patients with renal
failure. (10-12) As for inhibitors of the renin-angiotensin-aldosterone system, data are more limited.
However, retrospective analysis of the CHARM trial
suggests that efficacy and safety of the angiotensin
receptor blocker candesartan was not influenced by the
presence of moderate renal failure. Data from other
observational studies also suggest the efficacy of ACE
inhibitors in patients with heart failure and moderate
renal failure. (4, 6, 13) After initiation of ACE inhibitors/ARBs, an increase in creatinine may be observed,
which implies a more careful monitoring than that for
patients with no renal failure. Despite published data
in favor of its use, patients with CHF and renal failure
are less likely than their counterparts with no renal
failure to receive these treatments. (6)
The combination of being older and having multiple
chronic pathologies that require treatment represents
a poor prognosis for patients, and a major challenge
for the physicians in charge of them. It is necessary
that research efforts be directed to determine the best
strategy for patient management, which should include
a multidisciplinary team.
The study by Acosta et al. is a substantial contribution to estimate the magnitude of the problem of comorbidities in CHF in the clinical practice. We still lack
data about the population with CHF and preserved
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systolic function, and its late evolution. It will be necessary to complement it in order to understand the real
dimensions of this problem, and to plan interventions
that improve the clinical evolution of patients.
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