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DIAGNOSIS OF HEART FAILURE

e Alcoholism

Screen high risk populations:
e Known CAD or previous Ml

® DM (22% of DM patients > 64 yrs have HF; 30% patients with HF have DIM)
¢ Chronic Kidney Disease (CKD)

e Obesity (each 1-unit increase in BMI increases risk of HF by 5% (7% in women))
e Personal or family history of cardiomyopathy
¢ Recently discharged from hospital with HF or other cardiac reason for admission
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e Orthopnea/ PND

Signs and symptoms of Heart Failure include:
e Exertional dyspnea and/ or fatigue
¢ Dependent edema

e Crackles

* New or increased murmur

e Elevated JVP

-

* ECG
e Chest x-ray

If Heart Failure is suspected, consider the following diagnostic tests:
e Echocardiogram (include ejection fraction)

* BNP if available

e CBC, Creatinine, Electrolytes, TSH, Glucose
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It is unlikely to be HF if all of the

following criteria are met:

e Normal echocardiogram

e Normal JVP

¢ No fluid retention: no peripheral
edema, no abdominal bloating

® No crackles

It is probably HF if any of the
following criteria are met:
¢ Any history of cardiomyopathy
e Orthopnea, PND
e Increased JVP
e Positive echo:
e Abnormal EF; or,
e Grade Il to IV diastolic dysfunction, or,
* Moderate to severe valve abnormality.
e Positive chest x-ray:
e Evidence of pulmonary edema; or,
e Enlarged heart.

Diagnosis of HF needs further
clarification if:
* Progressive, unexplained symptoms
e Patient has risk factors for HF (see
box above) but does not meet other
diagnostic criteria
e Credible alternative diagnoses exist
e Echocardiogram shows:
e Grade | or mild diastolic
dysfunction;
¢ Wall motion abnormality; or,
e Any mild valve abnormality.

BNP = B-type natriuretic peptides
CAD = coronary artery disease
CBC = complete blood count

DM = Diabetes Mellitus

ECG = electrocardiogram

EF = ejection fraction

HF = heart failure

JVP = jugular venous pressure

MI = myocardial infarction

PND = paroxysmal nocturnal dyspnea
TSH = thyroid stimulating hormone
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¢ |dentify and manage risk factors

¢ Follow symptomatology at
appropriate intervals.

e Patient education; monitor for
symptoms, dietary sodium
precautions
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HEART FAILURE MANAGEMENT

All patients with Heart Failure require self-management education which includes the following:

Warning Signs and Symptoms

¢ Dyspnea; when flat, during sleep,
with less exertion

e Fatigue with less exertion

e Symptoms at rest

e Sudden weight gain

e Lightheaded/ faint

e Prolonged palpitations

Lifestyle
e Eliminate added salt and
1 sodium foods
¢ Avoid pushing oral fluids
¢ \Weight daily if fluid retention
e Attain BMI: 18.5 — 24.9 kg/m? or aim
for 5 - 10% weight loss
¢ Engage in regular tolerated activity
¢ Quit smoking
¢ Manage cardiovascular risk factors:
e Hypertension
e Lipids
e Diabetes

Treatment Regimen
¢ May require medications such as:
e ACE inhibitor/ ARB
e Beta blocker
e Spironolactone, which:
¢ Improve survival
* May be prescribed in combinations
* May require dosage adjustments
* Will probably be required over the
long term
¢ May produce common side effects
e May require referral for consideration
of ICD or CRT

Consider referral to cardiac rehabilitation (page 82) in clinically stable patients with NYHA I-lll (page 81)
v

| Ejection Fraction (EF) |

| < 40%
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> 40% |

ACE inhibitor + Beta blocker
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Treat underlying cause:
* Hypertension (page 12)
e Atrial fibrillation

(ARB if intolerant)
Titrate to target doses (page 81)

I R NYHA Il or persistent e [schemia
v 7| symptoms: Reinforce lifestyle modification
NYHA Il or less and clinically stable | ¢ Refer to Heart Consider ACE inhibitor (ARB if
Failure Clinic or intolerant) +/- Beta blocker
Cardiologist

v e Consider: —

v If EF < 35%: * Loop diuretics; Referral Criteria
If EF 35 — 40%: ¢ Consider referral * Digoxin; and/or - e ersel o
e Continue follow-up to cardiologist or HF e Spironolactone; - Mgz H_F hospl.tallzatlon
clinic (may be ICD and/or 27 assoc.lated with:
candidate) * ARB * Ischemia
1 T  Syncope
v w ® eGFR < 60
Frequency of follow-up: e Multiple co-morbidities
Condition Follow-up within: * Poorly controlled hypertension
Acute change in HF symptoms 24-48 hrs * Moderate to severe valve disease
After HF-related ER visit 7 days e Unknown aetiology
After addition of HF medication or increase in dose: e Family history of cardiomyopathy
o |f unstable 7 days e Intolerance to therapies
e |f stable or asymptomatic 2-4 weeks ® Poor compliance with treatment

Stable on optimized therapy 3 months regimen

l S
With each visit, assess:
e HF symptoms/ new symptoms
* BP (sitting/ standing); heart rate
¢ Medication profile
¢ \Weight; JVP; Ankle edema
Periodically (based on above), assess:
® ECG, CXR, echo

CRT = cardiac resynchronization therapy
EF = ejection fraction

HF = heart failure

ICD = implantable cardioverter defibrillator
NYHA = New York Heart Association
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NEW YORK HEART ASSOCIATION (NYHA) FUNCTIONAL CLASSIFICATION OF HEART FAILURE SYMPTOMS*

Patient Symptoms

Class | (Mild) No limitation of physical activity. Ordinary physical activity does not cause undue
fatigue, palpitation, or dyspnea (shortness of breath).

Slight limitation of physical activity. Comfortable at rest, but ordinary physical activity

results in fatigue, palpitation, or dyspnea.

Marked limitation of physical activity. Comfortable at rest, but less than ordinary

activity causes fatigue, palpitation, or dyspnea.

Unable to carry out any physical activity without discomfort. Symptoms of cardiac

insufficiency at rest. If any physical activity is undertaken, discomfort is increased.

Class Il (Mild)
Class Ill (Moderate)

Class IV (Severe)

*This system relates symptoms to everyday activities and the patient’s quality of life.

HEART FAILURE MEDICATION TITRATION**

Start Dose Target Dose
ACE Inhibitor

Captopril 6.25mgto 12.5 mg tid 25 mg to 50 mg tid e |nitiate ACE inhibitor or ARB if creatinine

Enalapril 1.25mgto 2.5 mg bid 10 mg bid <180 and stable (<25% change within the
last 3 — 6 months) and K <5.2.

Ramipril 1.25 mg to 2.5 mg bid 5 mg bid -

= - e Check electrolytes and creatinine weekly x
sl 2.5 e i) 5 (i) o 20ImgiossImgicd 2; then biweekly x 2 and with any change in
diuretic or dose of ACE inhibitor/ ARB.
Candesartan 4 mg od 32 mg od
Valsartan 40 mg bid 160 mg bid
Beta blocker
Carvedilol 3.125 mg bid 25 mg bid e Titrate until resting heart rate <65 beats per
Bisoprolol 1.25 mg od 10 mg od minute or the development of symptoms
Metoprolol 12.5 mg to 25 mg bid 100 mg bid related to bradycardia.

¢ Not recommended in patients already
prescribed combination ACE inhibitor and
ARB therapy.

e Same titration schedule as in the ACE
inhibitor/ ARB section.

¢ Avoid combination with other K sparing
diuretics.

e Discontinue use if K >5.2.

Spironolactone 12.5 mg od 25 mg od

**Adapted from CCS consensus conference recommendations on heart failure 2006: Diagnosis and management.”
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