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HEART FAILURE
RECOMMENDATIONS FOR THE INITIAL CLINICAL ASSESSMENT OF PATIENTS PRESENTING WITH HEART FAILURE
CLASS I

1. A thorough history and physical examination should be obtained/ performed in patients presenting with heart failure to identify cardiac and non-cardiac disorders or behaviors that might cause or accelerate the development or progression of HF.  (Level of Evidence: C)

2. A careful history of current and past use of alcohol, illicit drugs, current or past standard or “alternative therapies”, and chemotherapy drugs should be obtained from patients presenting with HF.  (Level of Evidence: C)

3. In patients presenting with HF, initial assessment should be made of the patient’s ability to perform routine and desired activities of daily living (Level of Evidence: C)

4. Initial examination of patients presenting with HF should include assessment of the patient’s volume status, orthostatic blood pressure changes, measurement of weight and height, and calculation of body mass index.  (Level of Evidence: C)

5. Initial laboratory evaluation of patients presenting with HF should include complete blood count, urinalysis, serum electrolytes (including calcium and magnesium), blood urea nitrogen, serum creatinine, fasting blood glucose (glycohemoglobin), lipid profile, liver function tests, and thyroid-stimulating hormone. (Level of Evidence: C)

6. Twelve lead electrocardiogram and chest radiograph (PA and lateral) should be performed initially in all patients presenting with HF.  (Level of Evidence: C)
7. Two-dimensional echocardiography with Doppler should be performed during initial evaluation of patients presenting with HF to assess LVEF, LV size, well thickness, and valve function.  Radionuclide ventriculography can be performed to assess LVEF and volumes.  (Level of Evidence: C)

8. Coronary arteriography should be performed in patients presenting with HF who have angina or significant ischemia unless the patient is not eligible for revascularization of any kind.  (Level of Evidence: B)

CLASS IIA

1. Coronary arteriorgraphy is reasonable for patients presenting with HF who have chest pain that may or may not be of cardiac origin who have not had evaluation of their coronary anatomy and who have no contraindications to coronary revascularization.  (Level of Evidence: C)

2. Coronary arteriograpy is reasonable for patients presenting with HF who have known or suspected coronary artery disease but who do not have angina unless the patient is not eligible for revascularization of any kind.  (Level of Evidence: C)

3. Noninvasive imaging to detect myocardial ischemia and viability is reasonable in patients presenting with HF who have known coronary artery disease and no angina unless the patient is not eligible for revasculaization of any kind.  (Level of Evidence: B)

4. Maximal exwercise testing with or without measurement of respiratory gas exchange and/or blood oxygen saturation is reasonable in patients presenting with HF to help determine whether HF is the cause of exercise limitation when the contribution of HF is uncertain.  (Level of Evidence: C)

5. Maximal exercise testing with measurement of respiratory gas exchange is reasonable to identify high-risk patients presenting with HF who are candidates for cardiac transplantation or other advanced treatments.  (Level of Evidence: B)

6. Screening for hemochromatosis, sleep-disturbed breathing, or human immunodeficiency virus is reasonable in selected patients who present with HF.  (Level of Evidence: C)

7. Diagnostic tests for rheumatologic diseases, amyloidosis, or pheochromocytoma are reasonable in patients presenting with HF in whom there is a clinical suspicion of these diseases.  (Level of Evidence: C)

8. Endomyocardial biopsy can be useful in patients presenting with HF when a specific diagnosis is suspected that would influence therapy.  (Level of Evidence: C)
9. Measurement of B-type natriuretic peptide (BNP*) can be useful in the evaluation of patients presenting in the urgent care setting in whom the clinical diagnosis of HF is uncertain.  (Level of Evidence: A)

Patients at High Risk for Developing HF (Stage A)

RECOMMENDATIONS:

CLASS I

1. In patients at high risk for developing HF, systolic and diastolic hypertension should be controlled in accordance with contemporary guidelines.  (Level of Evidence: A)

2. In patients at high risk for developing HF, lipid disorders should be treated in accordance with contemporary guidelines.  (Level of Evidence: A)
3. For patients with diabetes mellitus ( who are all at high risk for developing HF ) blood sugar should be controlled in accordance with contemporary guidelines (Level of Evidence: C)

4. Patients at high risk for developing HF should be counseled to avoid behaviors that may increase the risk of HF (e.g. smoking, excessive alcohol consumption, and illicit drug use)  (Level of Evidence: C)

5. Ventricular rate should be controlled or sinus rhythm restored in patients with supraventricular tachyarrhythmias who are at high risk for developing HF.  (Level of Evidence: B)

6. Thyroid disorders should be treated in accordance with contemporary guidelines in patients at high risk for developing HF.  (Level of Evidence: C)

7. Healthcare providers should perform periodic evaluation for signs and symptoms of HF in patients at high risk for developing HF. (Level of Evidence: C)

8. In patients at high risk for developing HF who have known atherosclerotic vascular disease, healthcare providers should follow current guidelines for secondary prevention.  (Level of Evidence: C)

9. Healthcare providers should perform a non-invasive evaluation of LV function (i.e., LVEF) in patients with a strong family history of cardiomyopathy or in those receiving cardiotoxic interventions (Level of Evidence: C)

CLASS IIA

1. Angiotensin converting enzyme inhibitors can be useful to prevent HF in patients at high risk for developing HF who have a history of atherosclerotic vascular disease, diabetes mellitus, or hypertension with associated cardiovascular risk factors.  (Level of Evidence: A)

2. Angiotensin II receptor blockers can be useful to prevent HF in patients at high risk for developing HF who have a history of atherosclerotic vascular disease, diabetes mellitus, or hypertension with associated cardiovascular risk factors.  (Level of Evidence: C)

Patients With Cardiac Structural Abnormalities or Remodeling Who Have Not Developed HF Symptoms (Stage B)

RECOMMENDATIONS

CLASS I

1. All Class I recommendations for Stage A should apply to patients with cardiac structural abnormalities who have not developed HF.  (Levels of Evidence: A, B and C as appropriate)

2. Beta-blockers are indicated in all patients with a recent or remote history of MI regardless of EF or presence of HF  (Level of Evidence: A)

3. Beta-blockers are indicated in all patients without a history of MI who have a reduced LVEF with no HF symptoms (Level of Evidence: C)

4. Angiotensin converting enzyme inhibitors should be used in patients with a reduced EF and no symptoms of HF, even if they have not experienced MI.  (Level of Evidence: A)

5. An ARB should be administered to post-MI patients without HF who are intolerant of ACE inhibitors and have a low LVEF.  (Level of Evidence: B)

6. Patients who have not developed HF symptoms should be treated according to contemporary guidelines after an acute MI.  (Level of Evidence: C)

7. Coronary revascularization should be recommended in appropriate patients without symptoms of HF in accordance with contemporary guidelines (see ACC/ AHA Guidelines for the Management of Patients with Chronic Stable Angina).  (Level of Evidence: A)

8. Valve replacement or repair should be recommended for patients with hemodynamically significant valvular stenosis or regurgitation and no symptoms of HF in accordance with contemporary guidelines.  (Level of Evidence: B)

Class IIA

1. Angiotensin converting enzyme inhibitors or ARBS can be beneficial in patients with hypertension and LVH and no symptoms of HF.  (Level of Evidence: B)

2. Angiotensin II receptor blockers can be beneficial in patients with low EF and no symptoms of HF who are intolerant of ACEIs.  (Level of Evidence: C)

3. Placement of an ICD is reasonable in patients with ischemic cardiomyopathy who are at least 40 days post-MI, have an LVEF of 30% or less, are NYHA functional class I on chronic optimal medical therapy, and have reasonable expectation of survival with a good functional status for more than 1 year (Level of Evidence: B)

Patients With Current or Prior Symptoms of HF (Stage C)

Patients With Reduced LVEF 

RECOMMENDATIONS

CLASS I

1. Measures listed as Class I recommendations for patients in stages A and B are also appropriate for patients in Stage C.  (Levels of Evidence: A, B and C as appropriate)

2. Diuretics and salt restriction are indicated in patients with current or prior symptoms of HF and reduced LVEF who have evidence of fluid retention (Level of Evidence C)

3. Angiotensin converting enzyme inhibitors are recommended for all patients with current or prior symptoms of HF and reduced LVEF, unless contraindicated (Level of Evidence: A)

4. Beta blockers (Using 1 of the 3 proven to reduce mortality, ie bisoprolol, carvedilol, and sustained release metoprolol succinate) are recommended for all stable patients with current or prior symptoms of HF.

5. Angiotensin II receptor blockers approved for the treatment of HF (see Table 2) are recommended in patients with current or prior symptoms of HF and reduced LVEF who are ACEI intolerant (see text for information regarding patients with angioedema)  (Level of Evidence: A)

6. Drugs known to adversely affect the clinical status of patients with current or prior symptoms of HF and reduced LVEF should be avoided or withdrawn whenever possible (e.g., nonsteroidal anti-inflammatory drugs, most anti-arrhythmic drugs, and most calcium channel blocking drugs).  (Level of Evidence: B)

7. Exercise training is beneficial as an adjunctive approach to improve clinical status in ambulatory patients with current or prior symptoms of HF and reduced LVEF.  (Level of Evidence: B)

8. An implantable cardioverter-defibrillator is recommended as secondary prevention to prolong survival in patients with current or prior symptoms of HF and reduced LVEF who have a history of cardiac arrest, ventricular fibrillation or hemodynamically destabilizing ventricular tachycardia.  (Level of Evidence: A)

9. Implantable cardioverter-defibrillator therapy is recommended for primary prevention to reduce total morality by a reduction in sudden cardiac death in patients with ischemic heart disease who are at least 40 days post-MI, have an LVEF less than or equal to 30%, with NYHA functional class II or III symptoms while undergoing chronic optimal medical therapy, and have reasonable expectation of survival with a good functional status for more than 1 year.  (Level of Evidence: A)

10. Implantable cardioverter-defibrillator therapy is recommended for primary prevention to reduce total mortality by a reduction in sudden cardiac death in patients with nonischemic cardiomyopathy who have an LVEF less than or equal to 30%, with NYHA functional class II or III symptoms while undergoing chronic optimal medical therapy, and have reasonable expectation of survival with a good functional status for more than 1 year.  (Level of Evidence: B)

11. Patients with LVEF less than or equal to 35%, sinus rhythm, and NYHA functional class III or ambulatory class IV symptoms despite recommended optimal medical therapy and who have cardiac dyssynchorny, which is currently defined as a QRS duration greater than 0.12 ms, should receive cardiac resynchronization therapy unless contraindicated.  (Level of Evidence: A)

12. Addition of an aldosterone antagonist is reasonable in selected patients with moderately severe to severe symptoms of HF and reduced LVEF who can be carefully monitored for preserved renal function and normal potassium concentration.  Creatinine should be less than or equal to 2.5 mg/dL in men or less than or equal to 2.0 mg/dL in women and potassium should be less than 5.0 or renal dysfunction is not anticipated to be feasible, the risks may outweigh the benefits of aldosterone antagonists.)  (Level of Evidence: B)

CLASS II A

1. Angiotensin II receptor blockers are reasonable to use as alternatives to ACEIs as first-line therapy for patients with mild to moderate HF and reduced LVEF, especially for patients already taking ARBs for other indications.  (Level of Evidence: A)

2. Digitalis can be beneficial in patients with current or prior symptoms of HF and reduced LVEF to decrease hospitalizations for HF.  (Level of Evidence: B)

3. The addition of a combination of hydralazine and a nitrate is reasonable for patients with reduced LVEF who are already taking an ACEI and beta-blocker for symptomatic HF and who have persistent symptoms.  (Level of Evidence: A)

4. Placement of an implantable cardioverter-defibrillator is reasonable in patients with LVEF of 30% to 35% of any origin with NYHA functional class II or III symptoms who are taking chronic optimal medical therapy and who have reasonable expectation of survival with good functional status or more than 1 year.  (Level of Evidence: B)

Patients With Refractory End-Stage HF (Stage D)

RECOMMENDATIONS

CLASS I

1. Meticulous identification and control of fluid retention is recommended in patients with refractory end-stage-HF.  (Level of Evidence: B)

2. Referral for cardiac transplantation n potentially eligible patients is recommended for patients with refractory endstage HF.  (Level of Evidence: B)

3. Referral of patients with refractory end-stage HF to an HF program with expertise in the management of refractory HF is useful.  (Level of Evidence: A)

4. Options for end-of-life care should be discussed with the patients and family when severe symptoms in patients with refractory end-stage HF persist despite application of all recommended therapies.  (Level of Evidence: C)

5. Patients with refractory end-stage HF and implantable defibrillators should receive information about the option to inactivate defibrillation (Level of Evidence: C)

CLASS IIA

1. Consideration of an LV assist device as permanent or “destination” therapy is reasonable in highly selected patients with refractory end-stage HF and an estimated 1 year mortality over 50% with medical therapy.  (Level of Evidence: B)
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AT RISK FOR HEART FALURE



HEART FAILURE
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STAGE A


At high risk for HF but without structural heart disease or symptoms of HF





STAGE B


Structural heart disease but without signs or symptoms of HF





STAGE C


Structural heart disease with prior or current symptoms of HF





STAGE D


Refractory Heart Failure requiring specialized interventions





e.g. Patients with:


- Hypertension


-  Atherosclerotic disease


- Diabetes


- Obesity


- Metabolic syndrome





OR





Patients:


Using cardiotoxins


With FHx CM








STRUCTURAL HEART DISEASE





DEVT OF SXS OF HF





RE-FRAC-TORY SXS OF HF AT REST





e.g. Patients with:


- Previous MI


- LV remodeling including LVH and low EF


- Asymptomatic valvular disease





e.g. Patients with:


- Known structural heart disease and 


- shortness of breath and fatigue, reduced exercise tolerance





e.g. Patients:


who have marked symptoms at rest despite maximal medical therapy (e.g., those who are recurrently hospitalized or cannot be safely discharged from the hospital without specialized interventions.





THERAPY





GOALS


Treat Hypertension


Encourage smoking cessation


Treat lipid disorders


Encourage regular exercise


Discourage alcohol intake, illicit drug use


Control metabolic syndrome





DRUGS





- ACEI or ARB in appropriate patients (See text) for vascular disease or diabetes








THERAPY





GOALS


All measures under Stage A





DRUGS


ACEI or ARB in appropriate patients (see text)


Beta blockers in appropriate patients (See text)





THERAPY





GOALS


All measures under Stages A and B


Dietary salt restriction





DRUGS FOR ROUTINE USE


Diuretics for fluid retention


ACEI


Beta-blockers





DRUGS IN SELECTED PATIENTS


Aldosterone antagonist


ARBs


Digitalis


Hydralazine/ nitrates





DEVICES IN SELECTED PATIENTS


Biventricular pacing


Implantable defibrillators





THERAPY





GOALS


Appropriate measures under stages A, B and C


Decision re: appropriate level of care





OPTIONS


Compassionate end-of-life care/ hospice


Extraordinary measures:


Heart transplant


Chronic inotropes


Permanent mechanical support


Experimental surgery or drugs





Stages in the development of Heart Failure/ recommended therapy by stage.  FHx CM indicates family history of cardiomyopathy: ACEI, angiotensin converting enzyme inhibitors; and ARB, angiotensin receptor blocker.
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