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University Hospital Heart Failure Clinical Practice Guidelines for Inpatients
Eligibility/Heart Failure Defined

HF is a complex clinical syndrome that results from any structural or functional impairment of ventricular filling or ejection of blood. The cardinal manifestations of HF are dyspnea and fatigue, which may limit exercise tolerance, and fluid retention, which may lead to pulmonary and/or splanchnic congestion and/or peripheral edema. Some patients have exercise intolerance but little evidence of fluid retention, whereas others complain primarily of edema, dyspnea, or fatigue. Because some patients present without signs or symptoms of volume overload, the term “heart failure” is preferred over “congestive heart failure.” There is no single diagnostic test for HF because it is largely a clinical diagnosis based on a careful history and physical examination.

The clinical syndrome of HF may result from disorders of the pericardium, myocardium, endocardium, heart valves, or great vessels or from certain metabolic abnormalities, but most patients with HF have symptoms due to impaired left ventricular (LV) myocardial function. It should be emphasized that HF is not synonymous with either cardiomyopathy or LV dysfunction; these latter terms describe possible structural or functional reasons for the development of HF. HF may be associated with a wide spectrum of LV functional abnormalities, which may range from patients with normal LV size and preserved EF to those with severe dilatation and/or markedly reduced EF. In most patients, abnormalities of systolic and diastolic dysfunction coexist, irrespective of EF. EF is considered important in classification of patients with HF because of differing patient demographics, comorbid conditions, prognosis, and response to therapies and because most clinical trials selected patients based on EF. EF values are dependent on the imaging technique used, method of analysis, and operator. Because other techniques may indicate abnormalities in systolic function among patients with a preserved EF, it is preferable to use the terms preserved or reduced EF over preserved or reduced systolic function. We will consistently refer to HF with preserved EF and HF with reduced EF as HFpEF and HFrEF, respectively.
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Classification Ejection Description
Fraction
T Heart Failure with =40% “Also referred to as systolic HE. Randomized clinical trials have
Reduced Ejection Fraction ‘mainly enrolled patients with HIF7EF and it is only in these patients
(HFEF) that efficacious therapies have been demonstrated to date.

L Heart Failure with 2507 “Also referred to as diastolic FF. Several different criteria have been
Preserved Ejection ‘used to further define HEpEF. The diagnosis of HEPEF is

Fraction (HEPEF) challenging because it i largely one of excluding other potential
‘noncadiac causes of symptoms suggestive of HF. To date,

efficacious therapies have not been identified.

‘2. HEpEF, Borderline | 41%1049% | These patients fallinto a borderline or intermediate group. Their
characteristics, treatment pafiems, and outcomes appear similar to
‘those of patient with HFpEF.

. HEpEF. Improved 2 Trhas been recogaized that a subsct of patients with EEPEF
‘previously had HEEF. These patients with improvement or recovery
in EF may be clinically distinct from those with persistently
preserved or reduced EF. Further research is needed fo better
characterize these patients.
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ACCF/AHA Stages of HE

'NYHA Functional Classification

‘At high risk for HF but without structural
heart discase or symptoms of HEF.

Structural heart discase but without signs
or symptoms of HF.

"No limitation of physical activity.
Ordinary physical activity does not cause
symptoms of HF.

Structural heart disease with prior of
current symptoms of HF.

"No limitation of physical activity.
Ordinary physical activity does not cause
symptoms of HF.

Slight limiation of physical activity.
Comfortable at est, but ordinary physical
activity sesults in symptoms of HE.

"Marked insitation of physical activity
Comfortable at est, but less than ordinary
activity causes symptoms of HE.

Refractory HF requiring specialized
interventions.

‘Unable to carry on any physical activity
without symptoms of EF, or symptoms of
HF at rest.
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(from the 2013 ACCF/AHA Guideline for the Management of Heart Failure : A Report of the American College of Cardiology Foundation/American Heart Association Task Force on Practice Guidelines)
Diagnostic Tests
· Chest PA & Lateral
· Daily EKG (x3 days)
· Labs on admit to hospital- cardiac enzymes, fasting lipid profile, total cholesterol, uric acid, BNP, CMP, iron studies, thyroid, CBC with diff, urinalysis 
· Daily Labs- BMP, mag
· BNP prior to day of discharge
· Device interrogation

· Echocardiogram- for ALL new diagnosis, and for patients without a recent echo within one year
· Should also be considered when patients show substantial clinical improvement, alcohol and cardiotoxic substance abusers that have discontinued abused substance, patients receiving cardiotoxic chemotherapy, and patients being considered for ICD, CRT, or CRT-D
· Left heart catheterization- especially for new-onset LV systolic dysfunction with suspected myocardial ischemia or worsening symptoms with pre-existing CAD
· Right heart catheterization
· Stress testing
· Cardiac MRI
· MUGA
Assessment

(Physical assessment at least every shift and as needed)
· General head to toe assessment

· JVD
· Murmurs, rubs, gallops
· Edema, ascites
· PMI
· Narrow pulse pressure
· Cool extremities
· Edema

· Dyspnea 
· Tachycardia with pulsus alternans

· Irregular pulse
· Activity/fatigue/lightheadedness 

· Sleep habits

· Early satiety, nausea/vomiting, abdominal discomfort

· Weight changes

· Exacerbating factors

· NYHA functional class- on admission AND discharge
· AHA Class
· Symptoms
· Compliance with medical regimen & diet

· Sexual dysfunction
· Risk factors & comorbidities
· Advance Directives
Nursing Care

· Vital signs per unit standard- every 4 hours 6 South, every 2 hours CSD, every hour CVICU
· Hemodynamic monitoring including Fick cardiac output at least every 8 hours
· Progress notes

· Telemetry- strip in chart every shift
· Activity
· Diet- low sodium & fluid restriction 
· Strict I & O’s
· Daily standing weight for all ambulating patients, hoyer for stable, bedbound patients
· O2/NC to keep SATS > 92%
· Insert foley if indicated
· Vaccine screen
· Initiate Heart Failure Pathway & patient education
Medical Management
(See HFSA 2010 Comprehensive Heart Failure Practice Guideline and 2009 Focused Update: ACCF/AHA Guidelines for the Diagnosis and Management of Heart Failure in Adults for specific medication guidelines)

· Medication titration
· ACEI/ARB
· Beta Blocker- carvedilol, metoprolol succinate, bisoprolol
· Aldosterone Antagonist- aldactone, eplerenone
· Hydralazine/Nitrate
· Diuretics- IVP vs. PO (door to diuretic 30 minutes)
· Antiarrhythmics
· IV drips
· Anticoagulation/ DVT prophylaxis
· PPI
· Inotropes
· Stool softener
· PRN meds
· Insulin ordersets
· IV Fluids/ Saline lock flush
Treatments & Interventions
· IVF for dehydration

· Surgery
· Ultrafiltration/ continuous renal replacement therapy

· ICD/CRT for EF <35%
· LVAD and/or transplant workup 
· End of Life care

Recognition of Barriers to Care

1. Literacy /education level
2. Health Literacy
3. Mental illness

4. Lack of social support

5. Access to social and financial resources
6. Transportation

7. Insurance barriers
8. Culture/language/spiritual
9. Substance abuse

10. Adherence issues
11. Hearing and/or vision deficits

12. Physical handicap

Consults may include, but not limited to:
1. Nutrition
2. Your Heart’s Connection

3. Social Work/ Case Manager
4. Cardiac Rehab

5. Financial Counselor

6. Surgery, Heart Failure, Interventional, Electrophysiology
7. Psychiatric consultation
8. Other medical consults- pulm, hem/onc, renal, PCP

9. Spiritual/Chaplain services

10. Palliative Care /Hospice
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