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The article is issued in the form of presentation presented at symposium 

 

Heart failure  

K.Hebert (Florida Miami -beach, USA) 

 

Considered here are the reasons and ways of chronic heart failure development. Presented are 

clinical forms and are given treatment guidelines for Critical Care Medicine Clinics.   
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Major Causes of Death by Income 
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Heart Failure Mortality  
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Clinical Stages of Chronic HF 

ACC Stage NYHA Class 1 yr mortality  

A ï at risk   

B < EF, no symptoms I asymptomatic 5% - 10% 

C prior/current symptoms NYHA II  15% - 30% 

C-D NYHA III  15% - 30% 

D refractory  NYHA IV  50% - 60% 

 

Pathologic Progression of CV Disease 

 

Surveillance of Chronic Disease Report from WHO. 

Country-level data and comparable estimates for mean systolic blood pressure in 2010: 

Lesotho 144.1  Highest in World 

Georgia 139.7  Second highest 

United States     123.3 

Turkey 117.6 
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Goals of Treatment for Heart Failure 

1. Reduce Mortality 

2. Slow Disease Progression 

3. Improve Symptoms and QOL 

Short Term Goal 

Hypothesis: 

Resolution of congestion while avoiding myocardial injury or worsening of renal function could be 

considered the major short term goal of AHF therapy.  

AHF Hospitalization & Risk for Death 

Å Hazard Ratio for all cause mortality after first hospitalization for AHF = 3.15 

Å Mortality risk in first 30 days after first hospitalization?   

ï 6-fold excess risk. 

Å After 3
rd

 hospitalization, mortality risk in first 30 days after discharge? 

ï 15-fold excess risk 

AHF and Progression of HF 
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Clinical characteristics of AHF Patients 

Data on approximately 200,000 patients  

 

Median age (years) 75 
 

Hx of Atrial Fibrillation 30% 

Women >50% 
 

Renal abnormalities 30% 

Hx of CAD 60% 
 

SBP >140 mm Hg 50% 

Hx of Hypertension 70% 
 

SBP 90-140 mm Hg 45% 

Hx of Diabetes 40% 
 

SBP <90 mm Hg 5% 
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Acute Heart Failure 

  ADHERE EURO HF OPTIMIZE-HF 

  (150,000 pts.) (11,327 pts.) (48, 612 pts.) 

Prior heart failure (%) 75 65 87 

New onset heart failure (%) 25 27 13 

Cardiogenic shock (%) 2 < 1 < 1 

Preserved EF (%) 41 54 48 

 

Heart Failure with Normal LVEF 

Å Diastolic Heart Failure** 

Å Valvular stenosis/regurgitation 

Å Right Heart Failure 

ï Severe pulmonary HTN 

ï RV infarct 

ï ARVD 

ï Atrial Septal Defect 

Å Pericardial disease 

ï Cardiac tamponade  

ï Constrictive pericarditis  

Å Intracardiac mass 
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ï Atrial myxoma  

ï Apical eosinophilic thrombus 

Å Pulmonary vein stenosis  

Å Congenital heart disease 

 

Å Impaired Relaxation 

ï Reduction in early diastolic mitral flow velocity and an increase in late diastolic filling 

ï Occurs in ischemic heart disease, HTN, and with aging 

ï E:A < 1, DecT > 220ms, IVRT > 90ms 

ï Normal: E:A 1-2, DecT 160-240, IVRT 70-90 

Å Pseudonormal  

ï Transition between delayed relaxation and restriction 

ï Valsalva lowers filling pressure and converts pattern to impaired relaxation 

ï E:A 1-1.5, DecT 160-200ms, IVRT < 90ms 

Å Restrictive 

ï Occurs in restrictive cardiomyopathies (ie. Amyloid) and with myopathic conditions 

ï E:A > 1.5, DecT < 140ms, IVRT < 70 ms 
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Goals for Inpatient Management of HF in 2011 

Å Make a correct diagnosis 

Å Discover why this patient has HF 

Å Improve symptoms 

Å Avoid renal dysfunction while diuresing patient 

Å Begin evidence-based therapy 

Å Prevent rehospitalizations  
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BNP vs. NYHA Classification 
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Vscan by GE Healthcare 

Letôs take a look! 
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Redefining the physical examé  

 

 

 

 

 

 

 

 

 

équick and immediate visualization 

 

Pocket-sized high image qualityéVscan 

Interpret and acquire images confidently 

Areas of Study Vscan High-end 

Ejection fraction Similar  Similar  

LV measurements No relevant bias No relevant bias 

Detection of: 

Pericardial effusion Equal Equal 

Regurgitant lesions Very good Very good 

Valve opening None missed** None missed 

 

Yesterday Today 
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A quick look 

Higher confidence 

A deeper connection  
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What about neurohormones? 
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