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Heart failure (HF) affects 1–2  % of the population in developed 

countries and absorbs a significant amount of human and economic 

resources.1–3 It is a complex syndrome, characterised by a spectrum of 

symptoms and signs ranging from minimal loss of normal functional 

capacity to more severe symptoms refractory to medical therapy.  

It may be associated with different aetiologies and varying degrees of 

systolic and/or diastolic cardiac impairment. 

Recently, understanding of the complex metabolic processes associated 

with the development of HF has been growing.4 As a consequence, 

HF is now understood to be a systemic, multi-organ syndrome with 

metabolic failure the basic mechanism. The failing heart may be 

defined as ‘an engine out of fuel’.5 Metabolic derangement in HF is not 

limited to the myocardium but extends to the skeletal muscles and 

contributes to the deterioration of exercise capacity in these patients, 

who can experience muscle weakness, fatigue, exercise limitation and 

dyspnoea, and to disease progression.4 

This review will examine the role of metabolic abnormalities in HF and 

their therapeutic implications, with a focus on the only drug currently 

available worldwide.

Metabolic Processes in the Normal and  
Failing Heart 
At rest, free fatty acid oxidation is the major source of energy for 

the myocardium. Up to 80 % of high-energy phosphates at rest are 

produced by the oxidation of free fatty acids. Glucose metabolism 

provides the remaining quantity of energy. The heart stores  

glucose as glycogen to be used during increased metabolic demands 

since glucose utilisation is 20–30 % more metabolic efficient than free 

fatty acid oxidation in producing high-energy phosphates 

per mole O2.6

At rest, the myocardium uses 15–20  % of its maximal oxidative 

capacity and adapts substrate utilisation during increased demand.6 

A net increase in glucose and lactate uptake and utilisation without 

change in free fatty acid metabolism has been demonstrated during 

low to moderate intensity exercise.7–9 However, when the metabolic 

requirements of the myocardium exceed the limits of its metabolic 

reserve, an aerobic limit is reached. This threshold is higher when 

glucose is used as substrate rather than fatty acids.

Maladaptive energetics play an important role in the pathophysiology 

of the failing heart. HF is a ketosis-prone state as blood ketone bodies 

are increased in this syndrome. Blood ketone bodies and free fatty 

acid levels are higher during fasting and remain higher after glucose 

infusion in patients with chronic HF than controls.10 The blood 

levels of blood ketone bodies are related to the severity of cardiac  

dysfunction and neurohormonal activation in HF.11 

A possible cause for these metabolic derangements in HF is 

myocardial insulin resistance that develops early in HF which limits 

the utilisation of glucose and favours the increased utilisation of free 

fatty acids for ketogenesis. All these changes lead to a reduction 

in the production of high-energy phosphates and therefore to a 

metabolically inefficient heart. 
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Therefore, in HF metabolic changes add to the main causes of the 

disease favouring its progression and reducing functional capacity.  

In some conditions, such as diabetes, metabolic derangements leading 

to inefficient production of high-energy phosphates may constitute the 

main cause of the disease and may also be responsible for the altered 

diastolic function observed in most patients with HF with preserved 

ejection fraction.

Other metabolic abnormalities, ranging from testosterone deficiency 

to a metabolic shift favouring catabolism and impairment in skeletal 

muscle mass and function, occur in patients with HF and may heighten 

the metabolic changes occurring in the glycolytic pathway.12 Changes 

in glucose utilisation lead to a deficiency in high-energy phosphate 

availability and reserve, and impaired contractility and relaxation.13 

Furthermore, other processes, such as structural remodelling and 

oxidative stress, are also activated as a consequence of the metabolic 

derangements. All these metabolic alterations are defined as ‘metabolic 

remodelling’, i.e. remodelling of cardiac energy metabolism, which 

causes a decrease in energy production and a switch in energy substrate 

use. Therefore, metabolic remodelling contributes to the progression of 

HF and to it becoming worse causing progressive loss of myofibrillar 

content and shape and size of mithocondria (Figure 1).14,15 The reduction 

in skeletal and cardiac muscle production of high-energy phosphates 

leads to a progressive decline in both diastolic and systolic function and 

to the progression of left ventricular remodelling in a metabolic vicious 

circle.14 The metabolic changes induce maladaptive cellular changes, 

with decreases in mitochondrial cristae, cellular size, myofibrillar 

content and actino-myosin coupling. Therefore, interventions aimed at 

improving cardiac and skeletal muscle metabolism by optimising cardiac 

metabolism and improving high-energy phosphate production may be a 

complementary effective approach to the treatment of HF.16

Treatment of HF with Metabolic Agents
Neurohormonal antagonists, such as angiotensin-converting 

enzyme (ACE) inhibitors, beta-blockers or mineralocorticoid receptor 

antagonists, should be used to modify the progression of systolic 

dysfunction and to improve the prognosis of patients with chronic 

HF.17 Diuretics are used in combination with these drugs to relieve 

symptoms and signs of congestion. However, despite advances in 

pharmacotherapy for HF with newer drugs such as ivabradine and 

sacubitril/valsartan, the prognosis of patients with HF remains poor. 

Cardiac inotropes that increase cardiac energy consumption have 

been found to have negative effects on long-term prognostis. These 

effects may be related to the exhaustion of high-energy phosphates 

leading to an insufficient handling of Ca2+ favouring arrhythmias.

The modulation of cardiac metabolism with drugs to promote the  

preferential use of glucose and non-free fatty acid substrates by  

the mitochondria to increase metabolic efficiency and function of the 

failing heart was proposed in the late 1990s. However, only recently has 

enough clinical evidence accumulated to support the rationale and use 

of this.6 

Several agents able to interfere with cardiac metabolism have 

been proposed in previous decades but, among all the proposed 

agents, only trimetazidine and perhexiline have been approved for 

human use. These two drugs, initially approved for the treatment 

of angina pectoris and myocardial ischaemia, both directly inhibit 

myocardial fatty acid oxidation and improve regional and global 

myocardial function.18 However, while trimetazidine is available 

worldwide (except in the US where its dossier has never been 

submitted), carnitine palmitoyltransferase (CPT) inhibitor perhexiline 

is not available in most countries amid doubts over its safety 

Figure 1: Cardiac Metabolism Pathways

Cardiac metabolism showing the different metabolic pathways of glucose and non-esterified fatty acids in the cytosol and at the mitochondria level.
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profile, although there is growing evidence of its efficacy in HF.19,20 

Both drugs directly inhibit FFA oxidation by blocking 3-ketoacyl-

coenzyme A thiolase (3-KAT), which shifts energy production from 

FFA to glucose oxidation. Several studies have shown the benefits of 

these compounds on myocardial function in patients with ischaemic 

and non-ischaemic HF.16

Trimetazidine has been more extensively studied in HF. The beneficial 

effects of trimetazidine in HF are related to improved of phosphocreatine 

(PCr) and ATP intracellular levels. This is of particular relevance as 

PCr/ATP levels are a significant predictor of mortality in HF.16 Indeed, 

trimetazidine has been shown to improve prognosis in patients with 

HF and reduced ejection fraction in a multicentre retrospective cohort 

study and in four meta-analyses.21 On this basis, its use in patients 

with HF has been advocated by many authors and it is supported by 

current guidelines.16 

Efficacy of Metabolic Modulation in HF 
The beneficial effect of metabolic modulation of cardiac metabolism 

in HF has been attributed to the shift of energy production from free 

fatty acid oxidation to glucose oxidation, which leads to increased 

production of high-energy phosphates and therefore to greater 

cardiac and skeletal muscle efficiency.22 The metabolic modulation 

through inhibition of free fatty acid metabolism is associated with 

an improvement of the cardiac phosphocreatine:ATP ratio by 33  %, 

which translates into a parallel increase of left ventricular function. 

This effect is associated with a reduction in the whole-body rate of 

energy expenditure, which suggests that the effect may be mediated 

by decreased metabolic demands in peripheral tissues. The decreased 

peripheral metabolic demands are the consequence of a greater 

muscular metabolic efficiency leading to reduced oxygen consumption 

per any given level of exercise. It has been shown that free fatty acid 

inhibition improves functional capacity and muscular strength in 

patients with HF, suggesting an effect that goes beyond the modulation 

of cardiac metabolism.23–32

Several clinical trials have demonstrated that metabolic modulation 

through inhibition of free fatty acid metabolism improves New York 

Heart Association (NYHA) HF class, exercise tolerance, quality of life, 

left ventricular ejection fracture and cardiac volumes in patients with 

ischaemic and non-ischaemic HF.23–34 

More recently, studies have shown that optimising cardiac metabolism 

with trimetazidine may improve the prognosis of patients with HF. 

Randomised clinical trials demonstrated the effect of metabolic 

modulation of cardiac metabolism added to conventional therapy in 

improving functional class, left ventricular end-systolic volume and 

ejection fraction in patients with HF of various origins. An international 

multicentre cohort study on 669 patients with chronic HF21 has shown 

that the adjunct of trimetazidine to conventional therapy is effective 

in reducing mortality and hospitalisations, and improves long-term 

survival in people with HF. However, further prospective trials that 

are adequately powered to specifically look at mortality are needed. 

Four meta-analyses of the available randomised controlled trials have 

consistently shown that trimetazidine ameliorates cardiac function for 

ischaemic and non-ischaemic HF, reduces mortality, cardiovascular 

events and hospitalisation.35–41 

The first meta-analysis pooled data from 17 RCTs, which included 

955 patients with HF and found that treatment with trimetazidine is 

associated with NYHA class reduction, increased exercise tolerance and 

improvement of LVEF in patients with HF of both ischaemic and non-

ischaemic aetiology. The analysis found that the use of trimetazidine 

reduces rates of cardiovascular events and hospitalisations as well as 

all-cause mortality in patients with HF. 

In a second meta-analysis performed by Zhang et al., based on 

data from 16 RCTs with 884 patients with HF, trimetazidine was 

shown to improve NYHA class, increase exercise tolerance, improve 

LVEF and decrease left ventricular end-systolic and end-diastolic 

diameters; trimetazidine also reduced rates of hospitalisation but not 

all-cause mortality. An updated meta-analysis by Zhou and Chen that 

included data from 994 patients with HF from 19 RCTs confirmed the 

improvement in NYHA class, cardiac volumes and LVEF in patients 

treated with trimetazidine. This analysis confirmed the reduction in the 

rate of hospitalisations for HF.

More recently, Grajek and Michalak conducted a meta-analysis 

assessing the effect of trimetazidine on all-cause mortality rates in 

patients with HF. They included 326 patients from three RCTs who 

received trimetazidine in addition to standard pharmacological therapy 

Note myofibrillar content, glycogen accumulation, small rounded mitochondria with reduced 
cristae and irregular nuclear envelopes.

Figure 2. Cardiac Histology in HF with Reduced  
Ejection Fraction
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for HF and found a significant reduction in all-cause mortality rate 

among patients receiving trimetazidine.

Because of the clinical evidence on its efficacy, trimetazidine has been 

included in the ESC/HFA 2016 guidelines for the treatment of HF with 

reduced ejection fraction for patients with HF of ischaemic aetiology; 

it is used as add-on to an ACE inhibitor (or an angiotensin receptor 

blocker if ACE inhibitors are not tolerated), a beta-blocker and a 

mineralocorticoid receptor antagonist.

Finally, new metabolic agents are emerging as promising therapeutic 

candidates for HF, as reviewed in detail elsewhere.42 Briefly, there is 

evidence on efficacy and good tolerability of istaroxime, a drug with 

lusitropic and inotropic digoxin-like properties, in a phase II clinical 

trial (HORIZON–HF)43 on patients with HF and reduced ejection fraction. 

Another compound, omecamtiv mecarbil, a direct activator of myocardial 

myosin ATPase, has been shown in a clinical trial (ATOMIC–AHF)44 to 

increase systolic ejection time with good safety; it is being tested in an 

international multicentre phase III clinical study to test its efficacy in 

reducing cardiovascular events. 

Conclusions
HF is associated with a maladaptive cardiac metabolism that impairs 

cardiac function. Understanding the role of cardiac metabolism in 

HF will open new therapeutic avenues for patients.39-40 Modulation 

of cardiac metabolism may be especially beneficial in patients 

with altered glucose metabolism, where the systemic metabolic 

derangements have profound effect on myocardial function, increasing 

the risk of HF and its mortality.41 n

1.  van Riet EE, Hoes AW, Wagenaar KP, et al. Epidemiology of 
heart failure: the prevalence of heart failure and ventricular 
dysfunction in older adults over time. A systematic review. Eur 
J Heart Fail 2016;18(3):242–52. https://doi.org/10.1002/ejhf.483. 
PMID:26727047.

2.  Targher G, Dauriz M, Laroche C, et al. In-hospital and 1–year 
mortality associated with diabetes in patients with acute 
heart failure: results from the ESC–HFA Heart Failure Long-
Term Registry. Eur J Heart Fail 2017;19(1):54–65. https://doi.
org/10.1002/ejhf.679. PMID:27790816.

3.  Bui AL, Horwich TB, Fonarow GC. Epidemiology and risk 
profile of heart failure. Nat Rev Cardiol 2011;8:30–41. https://
doi.org/10.1038/nrcardio.2010.165. PMID:21060326; 
PMCID:PMC3033496.

4.  Doehner W, Frenneaux M, Anker SD. Metabolic impairment 
in heart failure: the myocardial and systemic perspective. J 
Am Coll Cardiol 2014;64:1388–1400. https://doi.org/10.1016/j.
jacc.2014.04.083. PMID:25257642.

5.  Neubauer S. The failing heart – an engine out of fuel. N Engl J 
Med 2007;356:1140–51. https://doi.org/10.1056/NEJMra063052. 
PMID:17360992. 

6.  Fillmore N, Mori J, Lopaschuk GD. Mitochondrial fatty acid 
oxidation alterations in heart failure, ischaemic heart disease 
and diabetic cardiomyopathy. Br J Pharmacol 2014;171:2080–90. 
https://doi.org/10.1111/bph.12475. PMID:24147975; 
PMCID:PMC3976623. 

7.  Gertz EW, Wisneski JA, Stanley WC, Neese RA. Myocardial 
substrate utilization during exercise in humans. Dual 
carbon-labeled carbohydrate isotope experiments. J Clin 
Invest 1988;82:2017–25. https://doi.org/10.1172/JCI113822. 
PMID:3198763 PMCID:PMC442784. 

8.  Abozguia K, Shivu GN, Ahmed I, et al. The heart 
metabolism: pathophysiological aspects in ischaemia and 
heart failure. Curr Pharm Des 2009;15:827–35. https://doi.
org/10.2174/138161209787582101. PMID:19275646.

9.  Weber KT, Janicki JS. The metabolic demand and oxygen 
supply of the heart: physiologic and clinical considerations. 
Am J Cardiol 1979;44:722–9. https://doi.org/10.1016/0002-
9149(79)90294-7. PMID: 484502.

10.  Lommi J, Koskinen P, Naveri H, et al. Heart failure ketosis. J 
Intern Med 1997;242:231–8. https://doi.org/10.1046/j.1365-
2796.1997.00187.x. PMID:9350168.

11.  Lommi J, Kupari M, Koskinen P, et al. Blood ketone bodies 
in congestive heart failure. J Am Coll Cardiol 1996;28:665–72.
https://doi.org/10.1016/0735-1097(96)00214-8. PMID: 8772754. 

12.  Nagoshi T, Yoshimura M, Rosano GM, et al. 
Optimization of cardiac metabolism in heart failure. 
Curr Pharm Des 2011;17(35):3846–53. https://doi.
org/10.2174/138161211798357773. PMID:21933140; 
PMCID:PMC3271354.

13.  Doenst T, Nguyen TD, Abel ED. Cardiac metabolism 
in heart failure: implications beyond ATP production. 
Circ Res 2013;113:709–24. https://doi.org/10.1161/
CIRCRESAHA.113.300376. PMID:23989714; 
PMCID:PMC3896379.

14.  Heusch G, Libby P, Gersh B, et al. Cardiovascular 
remodelling in coronary artery disease and heart failure. 
Lancet 2014;383:1933–43. https://doi.org/10.1016/S0140-
6736(14)60107-0. PMID: 24831770; PMCID: PMC4330973.

15.  Lopaschuk GD, Ussher JR, Folmes CD, et al. Myocardial 
fatty acid metabolism in health and disease. Physiol Rev 
2010;90:207–58. https://doi.org/10.1152/physrev.00015.2009. 
PMID:20086077. 

16.  Fragasso G. Deranged cardiac metabolism and the 
pathogenesis of heart failure. Cardiac Fail Rev 2016;2(1):8–13. 
https://doi.org/10.15420/cfr.2016:5:2. PMID:28785448; 
PMCID:PMC5490933.

17.  Ponikowski P, Voors AA, Anker SD, et al. 2016 ESC Guidelines 
for the diagnosis and treatment of acute and chronic heart 
failure: the Task Force for the diagnosis and treatment of 
acute and chronic heart failure of the European Society of 
Cardiology (ESC). Developed with the special contribution 
of the Heart Failure Association (HFA) of the ESC. Eur J Heart 
Fail 2016;18(8):891–975. https://doi.org/10.1002/ejhf.592. 
PMID:27207191.

18.  Lionetti V, Stanley WC, Recchia FA. Modulating fatty acid 
oxidation in heart failure. Cardiovasc Res 2011;90:202–9. 
https://doi.org/10.1093/cvr/cvr038. PMID:21289012; 
PMCID:PMC3078800. 

19.  Beadle RM, Williams LK, Kuehl M, et al. Improvement in 
cardiac energetics by perhexiline in heart failure due to 
dilated cardiomyopathy. JACC Heart Fail 2015; 3(3):202–11. 
https://doi.org/10.1016/j.jchf.2014.09.009. PMID: 25650370.

20.  Lee L, Campbell R, Scheuermann-Freestone M, et al. 
Metabolic modulation with perhexiline in chronic heart 
failure: a randomized, controlled trial of short-term use of 
a novel treatment. Circulation 2005;112:3280–8. https://doi.
org/10.1161/CIRCULATIONAHA.105.551457. PMID:16301359.

21.  Fragasso G, Rosano G, Baek SH, et al. Effect of partial fatty 
acid oxidation inhibition with trimetazidine on mortality 
and morbidity in heart failure: results from an international 
multicentre retrospective cohort study. Int J Cardiol 
2013;163:320–5. https://doi.org/10.1016/j.ijcard.2012.09.123. 
PMID:23073279. 

22.  Kantor PF, Lucien A, Kozak R, Lopaschuk GD. The antianginal 
drug trimetazidine shifts cardiac energy metabolism from 
fatty acid oxidation to glucose oxidation by inhibiting 
mitochondrial long-chain 3-ketoacyl coenzyme A thiolase. Circ 
Res 2000;86:580–8. https://doi.org/10.1161/01.RES.86.5.580. 
PMID:10720420. 

23.  Vitale C, Wajngaten M, Sposato B, et al. Trimetazidine 
improves left ventricular function and quality of life in elderly 
patients with coronary artery disease. Eur Heart J 2004;25:1814–
21. https://doi.org/10.1016/j.ehj.2004.06.034. PMID:15474696.

24.  Khan M, Meduru S, Mostafa M, et al. Trimetazidine, 
administered at the onset of reperfusion, ameliorates 
myocardial dysfunction and injury by activation of p38 
mitogen-activated protein kinase and Akt signaling. J 
Pharmacol Exp Ther 2010;333:421–9. https://doi.org/10.1124/
jpet.109.165175. PMID:20167841 PMCID:PMC2872960.

25.  Brottier L, Barat JL, Combe C et al. Therapeutic value of a 
cardioprotective agent in patients with severe ischaemic 
cardiomyopathy. Eur Heart J 1990;11:207–12. https://doi.
org/10.1093/oxfordjournals.eurheartj.a059685. PMID:2318223.

26.  Fragasso G, Piatti Md PM, Monti L et al. Short- and long-term 
beneficial effects of trimetazidine in patients with diabetes 
and ischemic cardiomyopathy. Am Heart J 2003;146:E18. 
https://doi.org/10.1016/S0002-8703(03)00415-0. PMID: 
14597947.

27.  Lu C, Dabrowski P, Fragasso G, Chierchia SL. Effects of 
trimetazidine on ischemic left ventricular dysfunction 
in patients with coronary artery disease. Am J Cardiol 
1998;82:898–901. https://doi.org/10.1016/S0002-
9149(98)00500-1. PMID: 9781975.

28.  Rosano GM, Vitale C, Sposato B, Mercuro G, Fini M. 
Trimetazidine improves left ventricular function in diabetic 

patients with coronary artery disease: a double-blind 
placebo-controlled study. Cardiovasc Diabetol 2003;2:16. 
https://doi.org/10.1186/1475-2840-2-16. PMID:14641923; 
PMCID:PMC305354.

29.  Fragasso G, Palloshi A, Puccetti P et al. A randomized clinical 
trial of trimetazidine, a partial free fatty acid oxidation 
inhibitor, in patients with heart failure. J Am Coll Cardiol 
2006;48:992–8. https://doi.org/10.1016/j.jacc.2006.03.060. 
PMID:16949492. 

30.  Di Napoli P, Di Giovanni P, Gaeta MA et al. Beneficial 
effects of trimetazidine treatment on exercise tolerance 
and B-type natriuretic peptide and troponin T plasma 
levels in patients with stable ischemic cardiomyopathy. 
Am Heart J 2007;154(3):602 e1–5. https://doi.org/10.1016/j.
ahj.2007.06.033. PMID: 17719313. 

31.  Di Napoli P, Taccardi AA, Barsotti A. Long term 
cardioprotective action of trimetazidine and potential 
effect on the inflammatory process in patients with 
ischaemic dilated cardiomyopathy. Heart 2005;91:161–5. 
https://doi.org/10.1136/hrt.2003.031310. PMID:15657223; 
PMCID:PMC1768679.

32.  Belardinelli R, Purcaro A. Effects of trimetazidine on the 
contractile response of chronically dysfunctional myocardium 
to low-dose dobutamine in ischaemic cardiomyopathy. 
Eur Heart J 2001;22:2164–70. https://doi.org/10.1053/
euhj.2001.2653. PMID:11913478.

33.  Ferraro E, Giammarioli AM, Caldarola S et al. The metabolic 
modulator trimetazidine triggers autophagy and counteracts 
stress-induced atrophy in skeletal muscle myotubes. FEBS 
J. 2013;280:5094–108. https://doi.org/10.1111/febs.12484. 
PMID:23953053.

34.  Belardinelli R, Lacalaprice F, Faccenda E, Volpe L. 
Trimetazidine potentiates the effects of exercise training in 
patients with ischemic cardiomyopathy referred for cardiac 
rehabilitation. Eur J Cardiovasc Prev Rehabil 2008;15:533–40. 
https://doi.org/10.1097/HJR.0b013e328304feec. 
PMID:18797405. 

35.  Gao D, Ning N, Niu X et al. Trimetazidine: a meta-analysis 
of randomised controlled trials in heart failure. Heart 
2011;97:278–86. https://doi.org/10.1136/hrt.2010.208751. 
PMID:21134903.

36.  Zhang L, Lu Y, Jiang H et al. Additional use of trimetazidine 
in patients with chronic heart failure: a meta-analysis. J 
Am Coll Cardiol 2012;59:913–22. https://doi.org/10.1016/j.
jacc.2011.11.027. PMID:22381427.

37.  Zhou X, Chen J. Is treatment with trimetazidine beneficial in 
patients with chronic heart failure? PLoS ONE 2014;9:e94660. 
https://doi.org/10.1371/journal.pone.0094660. PMID: 
24797235; PMCID: PMC4010408. 

38.  Grajek S, Michalak M. The effect of trimetazidine added to 
pharmacological treatment on all-cause mortality in patients 
with systolic heart failure. Cardiology 2015;131:22–9. https://doi.
org/10.1159/000375288. PMID:25832112. 

39.  Milinković I, Rosano G, Lopatin Y, Seferović PM. The 
Role of ivabradine and trimetazidine in the new ESC HF 
guidelines. Card Fail Rev 2016;2(2):123–9. PMID:28785466. 
PMCID:PMC5490945.

40.  Lopatin Y. Metabolic therapy in heart failure. Card Fail Rev 
2015;1(2):112–17. https://doi.org/10.15420/cfr.2015.1.2.112. 
PMID:28785443; PMCID:PMC5490953.

41.  Kamalesh M, Subramanian U, Sawada S et el. Decreased 
survival in diabetic patients with heart failure due to systolic 
dysfunction. Eur J Heart Fail 2006; 8(4):404–8. https://doi.

Clinical Perspective

•  Heart failure is associated with maladaptive cardiac metabolism.

•  Cardiac metabolism in heart failure is shifted towards the use of 

less energy-efficient free fatty acids.

•  Improvement of glucose utilisation by the cardiac cells is 

associated with improved cardiac function.

•  Modulation of cardiac metabolism improves left ventricular 

function and exercise capacity in heart failure.
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