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modern treatments: improved survival and reduced morbi
but we are jprobably

seducedimto:=a falsecsense of seCuri

by benefits being presented as relative rather than absolu

differences.
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routine assessment o

(" ESC Guidelines for the diagnosis and treatmen§ EF At frequent’ regu'a

of acute and chronic heart failure 2008*

The Task Force for the Diagnosis and Treatment of Acute and
Chronic Heart Failure 2008 of the European Society of Cardiolog]

ACCF/ASE/ACEP/ASNC/SCAI/SCCT/SCMR

or arbitrary intervals
IS not recommended

routine use of echo

2007 Appropriateness Criteria for Transthoraciq is inappropriate once

Transesophageal Echocardiography®

2009 Focused Update: ACCF/AHA Guidelines for the
Diagnosis and Management of Heart Failure in Adults
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the patient has alread
been diagnosed with

Class IIa
Repeat measurement of EF and the severity of struc-
tural remodeling can provide useful information in
patients with HF who have had a change in clinical
status




3.1. Initial Evaluation of Patients.

The single most useful diagnostic test 1n t[he evaluation of
patients with HF 1s the comprehensive 2-dimensional

echocardiogram coupled with D0ppler flow studies to de-

LVEEpreserved or reduced?
LV structure normal or abnormal?

Valvular, Pericardial, RV abnormalities



3.2. Ongoing Evaluation of Patients
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ers qhould inquire about the type, evenw, and duration g
bvmptomq that occur durmg activities '
that mav impair the

exercise, whereas patients with bubstantml limitations of
activity should be asked about their ability to get dressed
without stopping, take a shower or bath, climb stairs, or

perform speciﬁc routine household chores. A useful ap-
proach 1s to ask patients to describe activities that they

would like to do but can no longer perform, because changes
in the ability to perform specific tasks are generally related
to important changes in clinical status or course. Ideally,
these inquiries should be coupled with direct observations of
the patient during a walk around the clinic or up the stairs.




NYHA most widely used

But interobserver variability
Insensitive to changes in exercise capacity

6 min walk: prognosis _functional impairment

But serial changes in walking distance may r
parallel changes in clinical status.

VOZ MAX cardiac transplant _ exercise prescriptior

But management role in HF not defined
I



clinicians haveassumedhat measures of the
2 concepts will be related in most patients

Functional Capacity

(measured by exercise
test of aerobic capacity)

Functional Performance
(measured by SAS, or 6-
minute walk test)

In severely disablegatients, functional performance on the
6-minute walk test may equal maximal aerobic capacity.

VO2 max exercise test of anmotivated patient may
measure functional performance rather than maximum

capacity



This concept, callefilinctional status,varies not only
because ofcardiac disease, but also because of

iIndividual
perception of symptoms,
barriers in the environment,

assistance and social support,

psychological factors depression.



patientsrate NYHAlifferently from physicians,

women rate NYHAlifferently from men.
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J Chronic Dis. 1982:35(10):763-71.

Pitfalls in the serial assessment of cardiac functional status. How a reduction in

“ordinary" activity may reduce the apparent degree of cardiac compromise and give
a misleading impression of improvement.

Goldman L, Cook EF, Mitchell N, Flatley M. Sherman H, Cohn PE.




Sleep Apnea
Pulmonary Disorders
Depression

Anemia

Thyroid




patient seltreport of symptoms
IS Inherently unreliable

| S NI [ dzy 3 1-70H



poor correlation between the severity o
cardiac dysfunction and exercise capac




Insensitiveto changes In exercise capacit

considerablanterobserver variability




treatment decisions such as

spironalactone,

KERNIETFTAYS VYAUGNT
Implantable cardioverter defibrillator (ICD)
chronic resynchronization therapy (CRT)

are often based on NYHA class, and patients who
benefit from treatment based on declining EF may
be granted access to this therapy.
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Since NYHA functional class Is a subjective t

It IS not surprising that what Is judged as
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maydiffer widely amond cliniciangssessing
NYHA/WHO functional class.




LVEF< 40%
annual echocardiograms
not basedon any change
In clinical symptoms.

1124 with a diagnosis of heart failure




3-month intervals, routine office visits with a cardiologist
Educationincluding viewing a t#in video on HF management
Seltmanagementof volume status using diuretics

ACE Inhibitor/bblockertitrated to maximal tolerated dosages
ECG+ECHG@Efore treatment and then annually

Clinical+ Biochemicait baseline

Diedor lost to follow up

Stress echo/Nuclear/Angio=ischemic HF

{ A Y LJa 2 ynfddreméhtCEF >5%naseline to follow up



FIRST ASSESSMENT

SECOND ASSESSMENT

N=256 N=256 P VA
Age, mean (SD) 55.13 (13.8) 55.13 (13.8)
Male, No. (%) 168 (65) 168 (65)
LVEF, mean+SD 35.4+:12.8 37+£12.31 14
NYHA, mean (SD) 2.21 (0.94) 2.11 (0.81) 18
NYHA 43
Class 1, No. (%) 72 (27.6) 66 (23.7)
Class 2, No. (%) 92 (31.4) 127 (45.5)
Class 3, No. (%) 73 (32.8) 74 (26.5)
Class 4, No. (%) 19 (8.3) 12 (4.3)
Education, mean (SD) 9.53 (3.13) 9.44 (3.14) 96
ICM, No. (%) 56 (24.4) 56 (24.4)
BMI, mean (SD) 32.28 (8.60) 33.12 (8.18) 222
Diastolic blood pressure, 76.0 (16.2) 74.03 (16.00) 16
mean (SD)
Systolic blood pressure, 131.24 (26.2) 128.17 (24.98) i 74
mean (SD)
B-Blocker, No. (%) 222 (95.6) 276 (97.87) 774
ACE inhibitor, No. (%) 219 (94) 267 (94.68) 210

Abbreviations: ACE, angiotensin-converting enzyme; BMI, body mass index; ICM,

ischemic cardiomyopathy; LVEF, left ventricular ejection fraction; NYHA, New York Heart
Association; SD, standard deviation.




Table Il. Changes in NYHA Class and in EF Between Echocardiographic Assessments

Decrease IN No CHANGE IN INCREASE IN
EF, No. (%) EF, No. (%) EF, No. (%)

I
Only 86 of 256(33.5% pts

were correctly classified

by NYHA class as showing
Improvement, no change, or deterioration.



NYHAvs Mortality
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no significant differencan terms of
survival ratesamong the 3 groups.

Months After Enrollment




LVERKsMortality.
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Figure 3. Kaplan-Meier survival curve for change in ejection fraction (EF), log-rank <.01.



LVEFecreasell LVEHRnhcrease

Eligible No longer candidates

For ICD For ICD

but, expensive technology
without change in NYHA and all the potential
clinicians lack any meang Complications and Costs
to determine this changejto both patient / society.
in LVEF.




1ICD ECHO
$ 25,000 $ 425

NOT including free of

lead or pocket complications!
Infections!



After The Diagnosis Of HI

37% decreased LVEF

missed by NYHA class
Potentially benefit from ICD/CR

6% Increased LVEF
missed by NYHA class
Potentially cost saving from ICD/C
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Heart Failure
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ELSEVIER European Journal of Heart Failure 2 (2000) 273280

www elsevier com/locate healat

Comparison of different methods of functional evaluation in
patients with chronic heart failure

even with a discrepancy between NYHA and EF,
OdzNNBy d '/ / v 11 3JdzA RS

NHYA classification followap rather than
anobjective measuresuch as
routine echo to quantify LV function.
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the level of evidence used

54 .3%0f studies hadevel of evidence C !

Even for class | recommendations!
15.5%were articles withevel of evidencerA
25.6%were articles witHevel of evidence C

JACCL22007:50:184204.




Routine Serial Echocardiography |
Systolic Heart Failure:

IS It Time for the Heatr
Fallure Guidelines to
Change?



