EDITORIAL

Emergency departments:

realistic view of acute heart failure?
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The European Society of Cardiology and the
European Society of Intensive Care have classified
patients with acute cardiac insufficiency into six
categories': 1) acute hypertensive cardiac insuffi-
ciency in which the signs and symptoms of car-
diac insufficiency are accompanied by high blood
pressure values and a relatively preserved left ven-
tricular function; 2) pulmonary oedema, verified
by chest radiography, characterised by orthop-
noea, crackling and basal oxygen saturation usual-
ly less than 90%; 3) acute decompensated cardiac
insufficiency, mainly as a consequence of acute
decompensation of chronic cardiac insufficiency;
4) cardiogenic shock, defined by evidence of tis-
sular hypoperfusion secondary to persistent car-
diac failure on correction of preload, with systolic
blood pressure (SBP) less than 90 mmHg or a
mean fall in blood pressure (BP) greater than 30
mmHg, diminished urine output and cardiac fre-
quency of 60 beats per minute; 5) cardiac failure
due to high output, and 6) right cardiac insuffi-
ciency characterised by an increase in venous cap-
illary pressure and hepatomegaly.

From the perspective of the emergency depart-
ments (ED), a slightly modified classification has
been proposed based on SBP values at the time of
arrival to the ED and is supported by two large
clinical trials, the ERICA and the OPTIMIZE-HF. The
French trial, ERICA, studied 581 patients who were
admitted to intensive care or coronary units from
EDs?. It was demonstrated that the 4-week mortali-
ty of patients with a SBP greater than 160 mmHg
at the time of arrival at the ED was lower than in
patients with a SBP lower than this value (7% vs.

17%, respectively, p = 0.03)%. These differences in
mortality remained at similar levels after one year
of follow up. The OPTIMIZE-HF trial carried out in
the United States included 48,612 patients and
confirmed the above findings’. The patients were
categorised into different quartiles according to
the SBP presented at their arrival to the ED: SBP <
120 mmHg; SBP between 120 and 139 mmHg;
SBP from 140 to 161 mmHg and SBP > 161
mmHg. The highest SBP values were invariably as-
sociated with greater and more preserved left ven-
tricular ejection fractions in addition to lower intra-
hospital mortality: 1.7% (if SBP > 161 mmHg)
versus 7.2% (if SBP < 120 mmHg).

Consequently, the word “cardiac” in the term
“acute cardiac insufficiency” is somewhat confus-
ing. Many young physicians continue to think
that during any episode of acute cardiac insuffi-
ciency the heart, and particularly, left ventricular
function, is depressed. At present, it is known that
this is not true, especially when referring to pa-
tients attending the ED?’. Indeed, more than 20%
of the acute cardiac insufficiencies in these pa-
tients is associated with high BP values and pre-
served left ventricular function. Similar results
have also been demonstrated in a Spanish study
carried out by Pere Llorens et al*. In their study
the clinical profile of 1,017 patients who attended
the ED of 10 Spanish hospitals did not substantial-
ly differ from that reported in other European
studies. Thus, more than 20% of the patients un-
dergoing echocardiography had preserved systolic
function. On the other hand, many cardiologists
working in day units or hospitals specialised in
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EMERGENCY DEPARTMENTS: REALISTIC VIEW OF ACUTE HEART FAILURE?

— Non invasive monitoring (SatO,, BP)
— Oxygen

- NIMV if indicated

- Blood analysis

Evaluate need for:
— BNP or NT-pro BNP, with no diagnostic doubts
- ECG
— Chest x-ray
— Temperature

If SBP > 140 mmHg

If SBP 100-140 mmHg If SBP < 100 mmHg

NIMV + Nitrates

Avoid diuretics except
in cases with obvious
volume overload

NIMV + Nitrates +
Diuretics

Volume expansion
+ inotropics +
vasopressants

Volume overload

is possible PAC if no improvement

Figure 1. Therapeutic algorithm for acute cardiac syndromes. This algorithm should be applied in
the first minutes following the arrival of the patient. SatO,: oxygen saturation; BP: blood pressure;
ECG: electrocardiogram; SBP: systolic blood pressure; PAC: pulmonary artery catheter; NIMV: non in-

vasive mechanical ventilation.

cardiac insufficiency usually admit patients with
decompensated chronic cardiac failure accompa-
nied by a long history of depression of the left
ventricle ejection fraction.

Few physicians probably usually see patients
with all the previously mentioned categories.
Acute cardiac insufficiency with arterial hyperten-
sion and pulmonary oedema is seen and is mainly
attended in the ED while chronic decompensated
cardiac insufficiency with normal BP values is usu-
ally attended in day units or hospitals for cardiac
insufficiency and cases of cardiogenic shock and
right ventricular insufficiency are attended in inten-
sive or coronary care units. Following this concept,
the experts of both continents, the Europeans and
North Americans, have proposed a treatment algo-
rithm for all these patients based on SBP values at
the time of arrival to the ED°. In addition, this al-
gorithm insists on the need for early treatment of
any patient with cardiac insufficiency and advo-
cates generous use of non invasive mechanical
ventilation which, in the study by Pere Llorens et
al. was not always used as indicated”.
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