Memorandum of Agreement Regarding Heart Failure Patients

I.
Admission Criteria for Patients with Heart Failure Presenting to the ED
or Ambulatory Clinics

A)
All patients with ADHF who do not meet criteria for Intensive Care services should be admitted to the Internal Medicine or Family Medicine Hospitalist team on call.  This includes both newly identified and previously diagnosed HF patients.
B)
The following patients should be admitted to the Cardiac Intensive Care Unit under the supervision of the Cardiology team (or in selected cases, the MICU team) on call, as appropriate:

1.
All patients with NYHA Class III-IV HF considered to have high in-hospital mortality risk1: BUN > 43 and SBP < 115 (excluding patients with CRF on hemodialysis).

2.
Suspected or diagnosed Acute Coronary Syndrome (unstable angina, acute myocardial infarction, aborted sudden cardiac death).
3.
Potential life-threatening arrhythmia (sustained ventricular tachycardia, high grade a-v block, persistent symptomatic brady-or tachyarrhythmia).
4.
Requiring or at risk of requiring invasive ventilatory support.  
5. 
Cardiogenic shock or otherwise requiring chemical or mechanical circulatory support (dopamine, dobutamine, milrinone, adrenergic agonists, IAB counterpulsation, LVAD).

6.
Multisystem Failure (consider MICU team admission).
II.
Hospitalist Service Criteria for In-patient Heart Failure Team or Cardiology Consultation  
A)
ALL HEART FAILURE PATIENTS admitted or transferred to the Hospitalist Service require a Heart Failure Team Consultation (notify Cardiology Consult fellow).
B)
Additional criteria for requesting an urgent Cardiology Consultation:
1.
Patients with persistent or worsening symptoms despite 

aggressive and sustained intervention.
2.
Patients requiring CCU/ICU transfer.
3.
Patients with diastolic dysfunction of unclear etiology.
4.
Patients on inodilator or vasodilator infusion with worsening of heart failure.
5.
Patients with suspected acute coronary syndrome (i.e. unstable angina, acute myocardial infarction, aborted sudden cardiac death, unexplained abnormal cardiac enzymes).
6.
Patients with suspected significant coronary artery disease who are candidates for diagnostic angiography/percutancous or surgical coronary intervention.
7.
Patients with abnormal provocative stress-test who are candidates for diagnostic angiography/percutaneous or surgical coronary intervention.
8.
Patients who are being evaluated for or are post Cardiac
Transplant.
9.
Patients with newly identified serious arrhythmias (e.g. ventricular tachycardia, symptomatic brady or tachyarrhythmias, high grade a-v block).
10.
Patients with destabilized chronic/known arrhythmias.
11.
Patients with implanted mechanical devices (e.g. LVADs).
12.
Patients with implanted electrical devices that require interrogation or are suspected of malfunction (e.g. pacemaker, AICD)
13.
Patients who are candidates for cardiac resynchronization (i.e persistent symptoms + EF <35% + QRS interval > .12 sec).
14.
All patients who are currently regularly followed by a member of the cardiology department.
III. 
Clinical Markers for Optimal Standard of Care for Patients Admitted with 
Heart Failure

1.
LV Function Documentation
All patients with symptoms of HF MUST  have documentation of LV function in the chart (by ECHO, LV angiogram, nuclear study or other appropriate means) whether done prior to (within 1 year) or during hospitalization.

a)
If not done previously or during this admission, clear documentation must be provided in the medical record as to why it was not done during this admission.  There must also be clear documentation in the medical record that an ECHO has been scheduled as part of the patient’s follow-up
 (BEST PRACTICE: Include the ECHO appointment in the discharge instructions given to the patient).

2.
ACE-I/ARB Therapy
All patients with HF due to systolic dysfunction (EF<40%) MUST be on an ACE-I or ARB at the time of discharge, UNLESS contraindicated.

a)
If ACE-I therapy is contraindicated, there must be clear documentation in the medical record indicating that it is contraindicated, including the reason for the contraindication.

b)
If ARB therapy is contraindicated, there must be clear documentation in the medical record that it is contraindicated, including the reason for the contraindication EVEN IF IT IS THE SAME CONTRAINDICATION AS THAT GIVEN FOR ACE-I THERAPY.

c)
The specific ACE-I/ARB therapy must also be listed in the medication section of the discharge instructions (DIS) given to the patient, even if the patient was on this type of therapy at the time of admission.

3.
Beta Blocker Therapy

All patients with HF due to systolic dysfunction (EF<40%) should be on a long-acting B-Blocker (Carvedilol, Metoprolol XL) at the time of discharge, unless contraindicated.
a)
If B-Blocker is contraindicated, the reason for contraindication should be documented in the patient’s medical record

b)
If the patient is placed on a short acting B-blocker due to financial/insurance constraints, this reason must be documented. 
4. 
Other pharmacologic interventions

All medications must be listed in the medication section of the discharge instructions (DIS) given to the patient

a) 
All patients with HF due to systolic dysfunction (EF< 40%) should be considered for low dose Aldosterone Receptor Antagonist therapy (Spironolactone, Eplerenone ) prior to discharge. 

b) 
All HF patients should be considered for aspirin and cholesterol lowering therapy as appropriate.
5.
Discharge Instructions
Patient’s written discharge instruction must include ALL of the following: 

(BEST PRACTICE: Use the discharge instructions (DIS))

a)
Diet:  Low salt and any other diet restrictions

b)
Self Care:  Weigh your self AND Notify your doctor if you gain more than 3 pounds overnight or 5 pounds in a week
c)
Activity:  Indicate the appropriate activity level based on all medical conditions

d)
Follow-up:  Indicate the dates and times of follow-up appointments whenever possible, especially those made for the HF Clinic, Coumadin Clinic or for ECHO

e)
Medications:  List all medications the patient is to take as an outpatient, include those for which a prescription is not being given.

f)
Symptoms:  Specific instructions on what to do if symptoms occur/change/worsen.
6. Patient Education

a)  
Patients who are active smokers or who have smoked in the last 12 months should be given written and oral education on smoking cessation prior to discharge (this must be documented in the medical record)
.b) 
At the time of discharge, patients should be referred to the following Health Education classes:
· Living Well With Heart Failure

· Healthy Heart Diet

1 In-hospital mortality risk of ADHF is 12-22% with the defined clinical features.
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