
 

 
CSN-QUIS Project Update Summary (1 page max) 

Quality Improvement Project: Optimizing GDMT in Dialysis Patients with HFrEF 

 
Background : Guideline-Directed Medical Therapy (GDMT) has demonstrated significant reductions in mortality and 
hospitalizations in the general HFrEF population. However, its application in dialysis patients presents unique 
challenges. Recent 2025 data question the extrapolation of several paradigms from the general population. 
Notably, MRAs are not recommened after 2 trials (ALCHEMIST, ACHIEVE). ARNIs show benefit in observational 
data, though randomized data are lacking. No data supports SGLT2 use in dialysis patients. 
 
Aim: Describe the demographic and clinical characteristics of hemodialysis patients with reduced ejection fraction; 
Assess the use of GDMT, distinguishing between validated and non-recommended therapies. Examine the 
relationship between therapy gaps and heart failure events.  Identify opportunities for optimization based on current 
evidence.  
 
Outcome Measures: Decompensated heart failure (hospitalisation, ER visit) ; Variation in ejection fraction, if 
measured    
 
Process Measures:  Proportion of patients on each GDMT drug class (Entresto, ACE/ARB, beta-blockers)   
 
Balancing Measures:  Incidence of severe hyperkalemia  ;  Drug discontinuation due to hypotension or other 
adverse effects  
 
Root Causes of Low GDMT Uptake: Hyperkalemia ; Low blood pressure (home or dialysis) ; Non-adherence to 
dialysis or medications ; Therapeutic inertia due to perceived limited life expectancy ; Fragmentation of outpatient 
cardiology and nephrology care; Nephrologists’ unfamiliarity with ARNI  
 
Change Ideas / Interventions: After concerting with the local cardiology team, we sent a succinct letter for each 
dialysis HFrEF patient not on GDMT, addressed to the attending nephrologist, summarizing the current evidence, 
suggesting a titration plan , and required follow up  
 
Results :  Among 270 currently alive dialysis patients, 50 were identified with at least one documented TEE with 
HFrEF (EF ≤ 42.5%) in the past two years.  

• 12/26 have RAAS (of which 10/26 have entresto); all others have documented hyperK or HypoTA 
•  23/26 have beta blockers (3/26 bradycardia) 
• 28 (64%) had improvement on their most recent echo (mean +12.5%); thus only 26 were identified with 

persistent HFrEF (EF ≤40-42.5%) as documented on their most recent TTE.  
• They totaled 5 hospital/ER admission for heart failure/volume 4/5 has RAAS blockade on board.   
• Entresto use increased from 10/28 at initial chart review to 13/26 

 
Discussion: 

• Most patients with EF <40 recovered within 2 years (+12.5% average) – dialysis? Rx? Ischemia? 
• RAAS blockade was <50%, but all showed major contraindications (Hypotension, hyperK) 
• However most patients that have RAAS blockade use ARNI, which is surprising  
• Few ER or hospital visits; possible bias from death or other diagnosis (NSTEMI, angina) 
• Perceived barriers: only 9/26 were seen in specialized HFrEF clinic; often infrequent cardiology follow up, 

with limited access to per-dialysis data; perceived as having limited life expectancy 
• Questions: should nephrologists be part of cardiology clinic? Will outcomes be worse with transition to 

external (shopping mall) dialysis? 
• Question: Should nephrologist tirate ARNI/Entresto?  
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