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Educational Objectives

By completing this educational activity, the participant should be better able to:
Describe how heart failure is a driver of costs.

Summarize the current evidence of primary care management of heart failure.
Describe the indications for RAS and beta-blockers in heart failure management.
Support the use of team-based care for improved outcomes in heart failure.
Recognize opportunities to improve heart failure management.
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LEARNING OBJECTIVES

At the end of this one-hour session participants should be able to:

» Describe how heart failure impacts the health of patient populations and drives
healthcare costs.

v

Accurately diagnose the patient with heart failure utilizing patient history, physical
examination, and appropriate testing.

v

Discuss evidence-based guidelines for primary care management of heart failure.

v

Discuss how tfeam-based care of patients with heart failure improves outcomes.

v

Identify patients who are not responding to conventional freatment and delineate
evidence-based treatment options for patients with advanced heart failure.

THE HIGH COST OF HEART FAILURE

COST = MISERY

+ Heart failure (HF) is a highly prevalent condition, with significant morbidity and a poor
prognosis.12
Current estimates suggest that 6.2 million individuals are affected by HF in the USA, a
number expected to rise to 8.5 million by 2030.3
In 2012, total cost of HF patients was $30.7 billion, expected to grow to $69.8 billion by 20304
Prognosis of patients with HF is poor - more than half of patients with HF die within 5 years.1->
Despite significant therapeutic advancements, patients with HF require frequent
hospitalization for cardiovascular (CV) conditions such as

« uncontrolled hypertension,

« ischemia,

« arrhythmias,

« congestion, and hypervolemia,

« aswell as non-CV comorbidities.$¢
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THE HIGH COST OF HEART FAILURE
COST = MISERY

How much does a heart failure admission cost?

Patient with HF only: $13,418 (median)

HF patient with comorbidities costs more: $14,015

First 30 days post-discharge: $6,283

If they are readmitted for HF within 30 days, the 2" admission costs
+ $15,732 (same hospital)
+ $25,879 (different hospital)

If they go to the ED for HF: $1,441 (median)

Annual home care cost: $2,227

Heart Failure hospitalizations contributed to 65% of all medical
HF costs during the first year after hospitalization

1. patel Jasen, Promo, P —— 2391195

HEART FAILURE DRIVES UTILIZATION
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PREDISPOSING FACTORS FOR HEART FAILURE

The population attributable risk (PAR) that includes both the hazard ratio and the prevalence of the
predisposing condition in the population.

1. Coronary heart disease
« relative risk 8.1; overall PAR 62 percent
68 percent in men and 56 percent in women
2. Cigarette smoking
relative risk 1.6, PAR 17 percent
3. Hypertension
relative risk 1.4, PAR 10 percent
4. Obesity
relative risk 1.3, PAR 8 percent
5. Diabetes
« relative risk 1.9, PAR 3 percent
6. Valvular heart disease
relative risk 1.5, PAR 2 percent

/

PATHOPHYSIOLOGY
OF HEART FAILURE
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AUDIENCE POLLING QUESTION #1
[ Contractiny | What percentage of Medicare patients
in the U.S. have CHF?
| Preload |
=~ stroke “+"
Volume 1. 2%
ey 1 Heart Rate 2. 8%
3. 14%
Cardiac Output 4. 20%
5. 26%
10
9 10
AUDIENCE POLLING QUESTION #2 WHAT IS THE PROBLEM WE ARE TRYING TO SOLVE?2
What percentage of Medicare total " More ofioh o ihe average Medicare patent oo ot
spend is for patients with CHF? e e e emtons R 5
* 40% of total Medicare spending (21% + 19%)
1. 25% Acute Admissions Total Medicare
Spending
2. 35%
3. 45%
4. 55%
5. 65%
]] w CHF Only l(‘?qO%PD Only
11 12




HEART FAILURE CLINICAL BEST PRACTICES

How many Heart Failure patients are out there2

Village Medical Houston All Payors

HEART FAILURE CLINICAL BEST PRACTICES

How well are we engaging our Heart Failure patients?

Village Medical Houston All Payors

T

% of total population

13

14

WHAT IS THE PRIMARY CARE SOLUTION?

Heart Failure Chronic Disease Management Program
To reduce hospitalizations, readmissions, and mortality while improving quality of life for
heart failure patients, we need to FOUR things consistently well:

TREAT with evidence-based medications at maximum tolerated doses

TEACH patients to control their symptoms and manage their exacerbations with escalated
outpatient diuretics

ENGAGE patients often through their primary care providers, nurse care managers, nurse
practitioner house calls, and virtual care management (using remote patient monitoring).

Steps hat How Who
Document « Primary care
) — most recent ejection fraction and BNP / NT-proBNP physician
AssEss  AOSESS severlty of patients . peart failure type: systoic reduced EF (HFrEF)] or  * Nurse care
i Vs diastolic [preserved EF (HFpEF)] manager
+ NYHA Functional Classification *  Clinic staff
TREAT patient with + Prescribe ACEI/ARS, beta blocker, and loop diuretic ~ ~ "o €1
evidence-based + Titrate medications to maximum tolerated doses phy:
TREAT - N . A * Nurse care
medications titrated to * Prescribe rescue diuretics
manager

maximum tolerated dose Address barriers (cost, understanding, adherence)

Clinical pharmacist

« Teach patient self-management (daily weights, - Primary care
TEACH patient to manage salt and fluid intake) physician
TEACH  + Control symptoms « Teach patient CHF Zone Tool and daily weight logto = Nurse care
* Manage exacerbations adjust diuretics based on weight changes manager

Confirm understanding of education every 3 months  * Clinical pharmacist

Clinic visit every 90 days and more often as needed ~ * Primary care

N N + Engage in care management physician
ENGAGE  Lvon ok Patient witheare g aluate for home visits and remote patient + Nurse care
monitoring manager

Clinical pharmacist
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CHF Clinic Workflow

Our evidence-based clinical best practices are summarized in a recommended clinical workflow to
support the identification and management of our targeted CHF population

DOCUMENT ASSESS AND TREAT TEACH
Start CHF Encounter Plan. Classify type of heart failure, prescribe Self-management education with
Document recent BNP/pro-BNP, appropriate medications (ACE, ARB, zone tool, weight log, referrals,
Ejection Fraction and an diuretic), and titrate fo maximum schedule 90-day follow-up care
changesin weight - _tolerated dose

OpenEMR ™ o
Encounter Plan QO
— “CHF Best )
ProctoesGOM" : .

CHF MA Primary Patient Patient MATEMTPCS
Patient i Review education in office or
Pre-Visit / In-take v telephonically (and mail

PCP appointment handouts fo patients)

Team Members to Address Treatment Barriers

Home visit Nurse  Nurse Care Manager, Virtual Care
Praciifioner Social Worker, Manager Clinical
and Pafient Educator  (remote pafient Pharmacist
(PCS) / Health Coach monitoring)

HEART FAILURE CLINICAL BEST PRACTICES
ASSESS

Does this patier
have Heart Failure?

Need 1 symptom + 1 condifion
from the lists below:

Symptoms:
- Shoriness of breatn
Reduced orercse copacly Check Heart Failure

. :wa'xuygmf\ nocrmu\ dyspnea Bi?'murkers: Confirmed
+ Noctumal coug Cut offs: onormal jabnomal| - Assess Ejection

£gemo | TBNP=235,0r Order Frociio]n (EF)

« NT-proBNP 2 125 Echocardiogram and Systolic

(age < 75), or ) ’
- cAD « NT-proBNP = 450 and Dlasro!lc Lv
Dysfunction

. Asciles
Condifions:
< HIN

Valvular Heart Disease

Cerebrovascular Disease (age 275)
+ Diabefes

Normal Normal

VD

+ Abnormal EKG
Cardiomegaly on CiR

+ FistDegree Relafive with Heart Failure
Cardiomyopahy

Unlikely

Ackoptedom 214ESC Guckis
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HEART FAILURE CLINICAL BEST PRACTICES
ASSESS

Symptoms
Past Me: story
Shortness of breath Hypertension Abnormal EKG £ d:free relaxe
Does this pafient w cardiomyopathy
have Heart Failure?
Reduced exercise Coronary artery disease Cardiomegaly on
capacity y artery OR
oadiilsy mptomise Orthopnea Prior M|

1 condifion from these
iss

Paroxysmal nocturnal .
= Valvular disease

dyspnea

Nocturnal cough Cerebrovascular disease
Edema Diabetes
Ascites Obesity

Peripheral vascular disease

Ackptos Fom14ESC Gudos.

HEART FAILURE CLINICAL BEST PRACTICES
ASSESS

/ Does fhis patient !

have Heart Fallure?

Need 1 symptom + 1 condition
from the lists below:

Symptoms:
+" Shortness of breath

Reduced exercie capacily i
e BIOMARKERS Heart Failure
Paroxysmal nocturmal Cut offs: Confirmed
dyspnea. : oot
Noctmal cough « BNP 235, or ] Order poremal| - Assess Ejection
prociis * NT-proBNP 2 125 Echocardiogram Fracfion (EF)

(age < 75), or 9 and Systolic

Conditons: * NT-proBNP > 450 and Diastolic

(age 275) LV Dysfunction
Valvular Heort Disease
Cerebrovascular Dissase
Diabefes Normal Normal
Obesty
Abrormal EKG .
Cordlomeasly on CXR Heart Failure
Fist-Degree Relaiive with Unlikely

Cardiomyopathy

Iekpted o 26ECC
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HEART FAILURE CLINICAL BEST PRACTICES

Strategy Cutoff (pg/mL) Specificity P?/Z:::d Nsilz':d

HEART FAILURE CLINICAL BEST PRACTICES
ASSESS

ECHOCARDIOGRAM confirms type of heart failure (HFrEF or HFpEF) by a) assessing

est
ejection fraction and b) distinguishing between systolic and diastolic LV dysfunction.
Single BNP <100 90% 76% 79% 89% When should you order an
Cutoff  NT-proBNP <900 90% 85% 76% 94% echocardiogram
90% (rule  Heart fal i « Initial evaluation of patients with
Gray BNP <100 fo rule out onu 73% (rule out) 75% 90% emve:l/:r:dwe‘jedmn . known or suspected heart failure
Zone >00torulein a0 e i) 91% (rule in) 86% 74% fraction (HFEF) :m?ed on symptoms, signs or abnormal
A . P st results
<450 age <50 — + Re-evaluation of known heart failure IF:
Age:  NTErOBNP 50 30 7s 90% 84% 88% 66% a5 Craracianics roamen Gutcomessmiarto |« Change i clinical status or cordiac
stratified <1800 age >75 reduced ejection HFpEF exam without clear precipitating
fraction (HFmrEF) change in medication or diet.
BNP <200 88% 63% 83% 72% ll. Heart failure with 250 AKA diastolic HF « Guide medical therapy
SCFR <60 NT-proBNP <1200 89% 72% 74% 94% fecion " Hpog ceron! cieriahave bee + Assess candidacy for device
election raction e therapy.
HFpEF
170 (BMI <25) 90% 7% 78% 90% (HreEn . Clinical event occurred.
e oEMs-us  wm 7 . o0 e e e e ey
Obesity 54 (BMI 235 9% 70% 70% 91% Improved efection function.
roction (HFmpER) + Annual echocardiogram NO LONGER
NT-proBNP G;ﬁ? (o . 87% 76% 79% 90% INDICATED
HEART FAILURE CLINICAL BEST PRACTICES HEART FAILURE CLINICAL BEST PRACTICES
ASSESS ASSESS
- Diagnosing Heart Failure preserved EF:
Does his pat Step 1 P for Pre-test assessment
have Hearl Failure?
Need 1 symptom + 1 condition O 2 igns and symptoms: O  Laboratory tests O  Electrocardiogram
o e o below: Z & -stornessof recin Z o Z o
Symptoms: SE ~5hgvr:‘v;e:s of breath with 2 ose &(r; chocardiogram
Snormessofbrean > 2 kdema = LAlC s Exercise testing
educed exercise capaci i 2
Sinopea Pt  Check Heart Failure OQ omopnea & -TsH -6 min walk fest
Farogsmalnoctumal Biomarkers Confirmed % O Gronea O .Iron, TIBC, and ferritin « Exercise sfress fest
Noctumal cough Cut offs: normal onamall  Assess Ejection +Reduced exercise capacity || < Biomarkers « Cardiopulmonary
taemo ——| +BNP235.0r Order Fraction (EF) > © exercise fesfing
Ascites + NT-proBNP 2 125 ECHOCARDIOGRAM 3 Svstoli & Riskfactors: Q -BNP23s
Conditions: (age < 75), or c?nnd D?/;S%'HCC 6 « Hypertension < - NT-proBNP 2135
i + NT-proBNP > 450 WV Dysfonei i
Valvular Heart Disease (age 275) ysfunction A
Corcbrovtsauor Diecse i Qe
Diobetes Normal Normal h
Obesty +Physical inacivily
Vo
SZT;M;ZSM CXR Heart Failure
egree Relative with Unlikely

Firs
Cardiomyopathy
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ASSESS

HEART FAILURE CLINICAL BEST PRACTICES

Diagnosing Heart Failure preserved EF:
Step 2 E for Echocardiogram

W s Major /Minor
5 < criteria:
& O «Average septal-lateral
QO FE/e'rafion
O +Tricuspid regurgitation
5( peak velocity
() *Pulmonary arfery
O systolic pressure
T LV global longitudinal
Q sirain
LA volume index
LV mass index
«LV relative wall
thickness

COMPREHENSIVI

Sinus rhythm
« Maijor criteria
« BNP >80
« NT-proBNP >220
« Minor criteria)
+ BNP = 35-80
« NT-proBNP = 125220
Atrial fibrillation
Major criteria
« BNP >240
* NT-proBNP >660
Minor criteria)
* BNP = 105-240
* NT-proBNP = 375-660

HFA-PEFF SCORE

CARDIAC BIOMARKERS

Functional

Morphological
*Major

« Minor
Biomarkers
*Major

*Minor

HEART FAILURE CLINICAL BEST PRACTICES
ASSESS
What kind of heart failure does my patient have?

Echocardiogram

Heart failure
EF type
<40% HF reduced EF

Measure left

i i HF marginally
ventricular ejection K— 41-49%
fraction (EF) reduced EF
250% HF preserved EF

25

26

ASSESS

A. Ejection Fraction

* LV EF2 50%

HEART FAILURE CLINICAL BEST PRACTICES

nd Symptomns

« Shortness of breath (af rest
or with exertion)

* Edema

* Orthopnea

« Paroxysmal nocturnal
dyspnea

* Reduced exercise capacity

* Nocturnal cough

* Ascites

To diagnosis Heart Failure preserved Ejection Fraction (“diastolic heart
failure”), you need at least 1 item from category A and B and C

C. Imaging / labs results

* Lab
* BNP 2 35 or NT-proBNP >
125

* Echocardiogram / cardiac
cath

* Nondilated LV w
concentric remodeling

* LV hypertrophy and LA
enlargement

« 1 E/e’ ratio

HEART FAILURE CLINICAL BEST PRACTICES
ASSESS

« If patient meets 1 criterion from A and B and C, then patient meets criteria for HFpEF.

« If patient meets 1 criterion from A and C, but not C (no signs of symptoms of heart failure),
then patient does not have HFpEF

- If patient's echo shows impaired diastolic function or impaired diastolic relaxation, but dues

not have signs or symptoms of heart failure, then patient has diastolic dysfunction

on Fraction

*LV EF 2 50%

8. Signs and Symptoms

+ Shortness of breath (at rest or
with exertion)

+Edema

+Orthopnea

«Paroxysmal noctumal dyspnea
+Reduced exercise capacity
+Noctumal cough

« Ascifes

+Lab
*BNP 2 35 or NT-proBNP 2 125

«Echocardiogram / cardioc
cath

«Nondilated LV w concentric
remodeling

+LV hypertrophy and LA
enlargement

* 1 LA volume

« 1 LV filing pressure
* PAP/PASP > 35

* RSVP > 125
*PCWP215

+1 E/e’ ratio
+1 LA volume

+1 LV filing pressure
+PAP/PASP > 35
“RSVP > 125
“PCWP 215

27
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HEART FAILURE CLINICAL BEST PRACTICES

ASSESS Determine Type and Stage of Heart Failure

ACCF/AHA Sstages of Heart Failure describes progression of the disease

NYHA Functional Classification focuses on exercise capacity and severity of symptoms.

ACCF/AHA stages of Heart Failure

A At high risk for HF but without structural heart None
disease or symptoms of HF

Classifical

8 Patients without current or prior signs or symptoms
of HF but has one of these: structural heart
disease, abnormal cardiac function, elevated
natriuretic peptide or cardiac troponin

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

C  Patient with cument or prior signs and/or |
symptoms of HF caused by structural or
functional cardiac abnormality

No limitation of physical activity. Ordinary physical

activity does not cause symptoms of HF.

Il Slight limitation of physical activity. Comfortable at
rest, but less than ordinary physical activity results in
symptoms of HF

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

IV Unable fo carry on any physical activity without

symptoms of HF, or symptoms of HF af rest.

D Refractory HF requiring specialized inferventions IV Unable o camy on any physical acfivity without

symptoms of HF, or symptoms of HF af rest.

HEART FAILURE CLINICAL BEST PRACTICES
ASSESS

Measuring BNP and NT-proBNP helps establish the prognosis and severity of
chronic heart failure.

Improved levels of BNP and NT-proBNP with freatment of chronic heart failure are
associated with improved clinical outcomes.

BNP and NT-proBNP levels that do not decrease with freatment are associated with
increased risk of hospitalization and death.

29
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HEART FAILURE CLINICAL BEST PRACTICES
TREAT

Case Study Treatment
- JS, a 68 y/o female, seen by her PCP to What would you do?
establish care after prior physician retired. Change lisinopri/HCTZ fo losartan HCTZ2

styisif =
AlLTEvist, her BP = 180/100. Start Furosemide 20 mg BID?
She was started on Lisinopril/HTCZ 20/25 BID .
and Atenolol 50 mg BID. P Should Atenolol be changed to a different
beta blocker?

Since she complained of SOB and DOE, a
BNP was ordered to rule out heart failure.

A CBC and CMP were also obtained.
Lab results: BNP = 573, eGFR = 51.
Patient was diagnosed with Heart Failure
and Chronic Kidney Disease Stage 3A.
« At 2ndvisit, she still has orthopnea and
pedal edema. BP now 162/95

HEART FAILURE CLINICAL BEST PRACTICES

TREAT Heart Failure with reduced Ejection Fraction (HFFEF). aka systolic heart failure
Figure 2. Treatment of HFIEF Stage C and 0

« Choose evidence-based medications

« Titrate to maximum folerated dose

TREAT TO TARGET!

Hospitalizations and mortality
reduced in patients on high
doses of ACE-I/ARBs and
beta blockers versus low
doses

80% of heart failure patients
receive less than
recommended dose of
medications

Most common cause of heart
failure hospitalization is
medication non-adherence

31

32

HEART FAILURE CLINICAL BEST PRACTICES

TREAT Heart Failure with reduced Ejection Fraction (HFrEF) aka systolic heart failure

+  Choose evidence-based medications
Titrate to maximum tolerated dose Recommendations for Stage C HFrEF
« Control blood pressure to < 130/80
Use beta blockers, ACE inhibitors, and ARBs to
control blood pressure in patients with HFpEF

TREAT TO TARGET!

Hospitalizations and mortality
reduced in patients on high doses
of ACE-I/ARBs and beta blockers
versus low doses

ARBs might decrease hospitalizations

Treat patients with symptoms of volume
overload with diurefics

80% of heart failure patients receive

HEART FAILURE CLINICAL BEST PRACTICES

TREAT Heart Failure with preserved Ejection Fraction (HFpEF) aka diastolic heart failure

Table 4. American College of Cardiology/
American Heart Association Recommendations
by Stage of Heart Failure

+ Choose evidence-based medications
- Titrate to maximum folerated dose

Recon

Guideline-Directed Medical Therapy for
Treating HFpEF

A Heart foiure risk

ACC/AHA recommends stage-based .
approach to treating HFpEF.

Treat patients with HFpEF and persistent

less than recommended dose
of medications

Most common cause of heart
failure hospitalization is medication
non-adherence

Aldosterone receptor antagonists reduce
hospitalizations in patients with EF < 45%, 1
BNP, HF admission in last 1 yr, eGFR > 30, Cr <
2.5 K<50

Consider coronary revascularization in
patients with CAD and angina or ischemia
Manage afrial fibrillation to improve
symptomatic HFpEF

hypertension to systolic BP of 120-129
mmHg.

Treat patients with symptoms of volume
overload with diuretics.

without hy
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AUDIENCE POLLING QUESTION #3

1. 50%
2. 60%
3. 70%
4. 80%
5. 90%

What percentage of heart failure patients are
not receiving less than the recommended
dose of their maintenance medications?

35

Titrate to maximum tolerated dose

Treating hypertension in Heart Failure
with reduced EF (HFrEF)

preferred
Titrate to systolic blood pressure < 130
mm Hg

Blood pressure lowering is associated with
fewer adverse cardiovascular events

+ Choose evidence-based medications

ACE inhibitors, ARB’s, and beta blockers are

HEART FAILURE CLINICAL BEST PRACTICES

TREAT Hypertension in Heart Failure patients

Treating hypertension in Heart Failure
with preserved EF (HFpEF)

« ACE inhibitors and ARB's are preferred

Titrate to systolic blood pressure < 130
mm Hg

Control volume overload

Limited data on using alpha blockers, beta
blockers, and calcium channel blockers to
treat hypertension in HFpEF

Avoid nitrates unless indicated by specific
condition

35
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HEART FAILURE CLINICAL BEST PRACTICES

TREAT

[

e

| — -l

Drugs for HFfEF

AUDIENCE POLLING QUESTION #4

What medications should every HF patient
take unless contfraindicated?

1. ACE inhibitor
2. Angiotensin receptor blocker
3. Beta blocker
4. Diuretic
5. All of the above
38
37 38
AUDIENCE POLLING QUESTION #5 AUDIENCE POLLING QUESTION #6
Which beta blockers are recommended What is blood pressure target for CHF
for patients with heart failure? patients?
1. Bisoprolol 1. Less than 120/80
2. Carvedilol - 2. Less than 130/80
3. Metoprolol succinate 3. Less than 140/90
4. Metoprolol succinate 4' Less than 150/90
5.1,2,and 3 ’
6. All of the above
39 40
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TREAT

Case Study
- JS, a 68 y/o female, seen by her PCP to

« At 1¢ visit, her BP = 180/100.

+ She was started on Lisinopril/HTCZ 20/25
BID and Atenolol 50 mg BID.

+ Since she complained of SOB and DOE, a
BNP was ordered to rule out heart failure.

- A CBC and CMP were also obtained.
+ Labresults: BNP = 573, eGFR = 51.
« Patient was diagnosed with Heart Failure
and Chronic Kidney Disease Stage 3A.
At 2nd visit, she still has orthopnea and
pedal edema. BP now 162/95.

establish care after prior physician retired.

HEART FAILURE CLINICAL BEST PRACTICES

Treatment

What would you do?

- Change lisinopril/HCTZ to losartan HCTZ2

- Start Furosemide 20 mg BID?

- Should Atenolol be changed to a different
beta blocker?

Evidence based approach

- Beta blocker: Change atenolol to carvedilol,
fitrate dose to BP < 130/80;

« ACEI/ARB: Could continue lisinopril, change to
losartan, or choose different ACEI/ARB. Titrate
dose to BP goal once BB is titrated to
maximally folerated dose

« Diuretic: Stop HCTZ combination. Start
furosemide and titrate to relief of symptoms

HEART FAILURE CLINICAL BEST PRACTICES
TREAT

Choose evidence-based medications

Titrate to maximum tolerated dose

Medication Titration for Heart Failure

« Increase medication doses to achieve maximally tolerated
dose.

+ Adjust medications every two weeks,

Aim to reach target dose in 3 — 6 months.

« Monitor vital signs, electrolytes and renal function:
« Goal BP < 130/80 mmHg
« Creatinine increases of 30% are acceptable during titration

Recheck BNP/NT-proBNP after achieving maximally folerated
dose for three months.

41
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AUDIENCE POLLING QUESTION #7
How do you know you have reached the

HEART FAILURE CLINICAL BEST PRACTICES

TREAT: What do | do if freatment with maximum tolerated doses isn't working?

maximum tolerated dose for
recommended CHF medications?e

1. Blood pressure less than 130/80

2. Creatinine increased less than 30%

3. Patient taking highest dose of medication
4. All of the above

Repeat BNP/NT-proBNP

+ Recheck BNP/NT-proBNP after
achieving the maximally tolerated
dose for three months

« If BNP or NT-proBNP levels still elevated
or rising after maximum tolerated
dose, consider referral to heart failure
specialist

« Serial BNP or NT-proBNP to guide
titration of guideline-directed medical
therapy is not indicated

Which patients should see
cardiology?

+ NYHA Class lll or IV heart failure with
depressed ejection fraction and:

- Lack of clinical response after
freatment with target dose
medications for é months

~ BNP / NT-proBNP doesn't improve
after freatment with target dose
medications for 6 months

- Hemodynamically unstable during
medication fitration

- Under age 70 in need of transplant

43
HEART FAILURE CLINICAL BEST PRACTICES
AUDIENCE POLLING QUESTION #8 TREAT
. Train patient fo use escalated outpatient diuretics to control worsening symptoms
When should you refer CHF patient to a P S Diretics i Symp
H H M t
cardiologiste anagemen )
o " Paients leam 10 fecognize and respond Advanced Heart Failure/NYHA Class il or
1. New York Heart Association Class lll or IV promprly fo weight changes anc omner
. . N symptoms of heart failure exacerbation.
2. Ejection fraction less than 40% pationts fauaht 1o i theird © diet >1 heart failure hospitalization in past
T . + Patients taught fo increase their dose of diuretics year or

s. No ;lll’]lccll response OfTer reaching target doses of after weight gain of TWO pounds in TWO days or >2 heart failure exacerbations in past

maintenance medications for 6 months FIVE pounds in FIVE days: year
4. BNP /NT-proBNP not improved after taking target doses of - Increase diurefic dose based on curtent Heart failre admission <30 days

maintenance medications for 6 months daily dose.
5. Patient becomes hemodynamically unstable during titration + Monitor blood pressure and heart rate at Vilage@Home patient

of medications to maximum tolerated dose home.

265 Idl

6. Allof the above 45 « Follow up with PCP in-person or virtually for years o

further medication adjustments.

45
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HEART FAILURE CLINICAL BEST PRACTICES
TREAT

Train patient to use escalated outpatient diuretics to control worsening symptoms

Doy 1 No changes necessary
Current Daily | Suggested
Lasix Dose | New Lasix
. Dose
<20mgBID | Double dose
Chec for entobe
oz cons Schecile patientfo o e 40
Typovolema mg 81D
" o 20mgBIDto | Double a.m.
Resume previous ool EEICCE D Supplement K. as 40mgBID | dose to max
Dey2 ——  conderincreased —
= ‘rosemide dose e Toes needed 80 mg QAM
and usual
evening
dose fo max
Check for Schedue patient o be 40 mg GPM
orol direfic Tpovoeia nours >40mgBID | Discuss with
provider
Physicionreferal o
Resume previousoral sl Supplement K. as
e - iy — el — S

e day ciric:
vist

Patient in self-monitoring and self-management

S

If itoring and Self

They'll know they're getting worse before
you will

Patient will be taught to:

Monitor for SOB and swelling

Check blood pressure and weight
daily.

Record their daily weight, blood
pressure and symptom zone in a log or
mobile application

How to contact care feam when
symptoms change.

HEART FAILURE CLINICAL BEST PRACTICES
TEACH

Welght and Zone Log
]
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HEART FAILURE CLINICAL BEST PRACTICES

Heart Failure Symptom Tracker

TEACH

Heart Failure Zones

HEART FAILURE CLINICAL BEST PRACTICES

Heart Failure Provider Checklist

Medications @ Self-

Q Type of heart failure
(HFrEF or HFpEF) symptoms
Q Last BNP / NT-proBNP

Management
0 Echocardiogram to Q Taking ACE-I/ARB Q HF Zone Tool
confirm diagnosis 0 Taking beta blocker 0 Logging BP and weight
0 Last ejection fraction 0 Taking diuretic daily
(EF) 0 Adjusting diuretics based

on daily weight and

@ When to refer

Q NYHA Class lll or IV
with depressed EF after
6 months on target
therapy with:
Q Lack of response to
medications
a Lack of improvement of
BNP or NT-proBNP
0 Hemodynamically
unstable during
medication fitration
Q Under age 70 in need
of transplant
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EMR Tools: Athena Encounter Plan

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Reason for Visit 4 REASON

chronic conditions [ :rﬁ

Newly referred pa  All reasons (2)

P Follow-Up: Chronic systolic heart
failure

This appointment congestive heart failure (CHF)

Step 1: Launch CHF encounter plan by selecting “congestive heart failure (CHF) as Reason for Visit

(SN
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Athena EMR Encounter Plan

chronic conditions

Step 1: Launch CHF encounter plan by selecting “congestive heart failure (CHF) as Reason for Visit

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step 2: Complete “Congestive Heart Failure (CHF) CDM" HPI template

History of Present

Congestive Heart Failure (CHF) COM X
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Athena EMR Encounter Plan

Step 2: Complete “Congestive Heart Failure (CHF) CDM" HPI template

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step 2: Complete “Congestive Heart Failure (CHF) CDM" HPI template
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Athena EMR Encounter Plan

Step 2: Complete “Congestive Heart Failure (CHF) CDM" HPI template

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step 2: Complete “Congestive Heart Failure (CHF) CDM" HPI template
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Athena EMR Encounter Plan

Step 3: Complete Review of Systems

« Use your favorite ROS template

+ Add the Saved Findings of your choice

« Document ROS in the HPI by clicking the box in the lower left

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step 4: Complete the Physical Exam
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Athena EMR Encounter Plan

Step 5: Complete the Assessment and Plan

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step 5: Complete the Assessment and Plan
Document thoroughly and efficiently using the CHFplan text macro

congestive heart failure

CHF Education (VFP)
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Athena EMR Encounter Plan

Step 5: Complete the Assessment and Plan
Give patient standardized self-management tools loaded into EMR

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step é: Complete the Patient Instructions and Follow Up
Patient instructions text macro preloaded
+ Just add the follow up interval
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Athena EMR Encounter Plan

Step 6: Complete the Patient Instructions and Follow Up
Don't forget the appointment tickler!

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step 7: Use CHF CDM order sets to speed assessment and treatment
Diagnosis
Testing
Treatment
Self-management

Order Sets (10)

CHF CDM Zone tool Weight log (1)
CHF CDM beta blockers (3)

CHF CDM guarterly labs (3)

CHF CDM ACEI ARB (&)

CHF CDM annual labs (6]

CHF CDM diagnosis (5)

CHF CDM loop diuretics (&)

CHF CDM meds HFrEF specific (3)
CHF CDOM other s (3)

CHF CDM rescue diuretics (1)
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Athena EMR Encounter Plan

Step 7: Use CHF CDM order sets fo speed assessment and freatment
- DIAGNOSIS

« Testing

- Treatment

«  Self-management

CHF COM diagnosis 3 o Congeste haart faire (505 et e insgacibed]
e

. uest

- CHEST PA/LAT 2 VIEW - B4
CLECTROCARDIOGRAM
+ U5, ECHOCARDIOGAAM, TRANSTHORACIC. COMPLETE

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step 7: Use CHF CDM order sets fo speed assessment and freatment
« Diagnosis

- TESTING

- Treatment

- Self-management

Narme. Usige (Lust 12 o)+ Spacialty Users Ordering  Disgnosen/Orcers
CHF COM amnuat s .

COM quartactyla

509 Hewt e

WAoo ;m 96395 0ULST. B00500%-LABCORS)
Se-LARC
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Athena EMR Encounter Plan

Step 7: Use CHF CDM order sets to speed assessment and treatment

- Diagnosis
+ Tesiing et Lol D | o Congrston bewt P L
- TREATMENT < Fomemte e

€% com e ase 1

DL e——

Self-management

€ COM bt blockers 1

s so0p st 1

OF Comotrer dbeets 3

48 COM Pt WIS i anveste) et e

HEART FAILURE CLINICAL BEST PRACTICES

Athena EMR Encounter Plan

Step 7: Use CHF CDM order sets to speed assessment and freatment
- Diagnosis

« Testing

+ Treatment

+ Self-management

CHF COM Zone tool Weight log. 2

509 Heart falure, uniotcifed)
P
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