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Chronic heart failure (HF) affects nearly 5,000,000 individuals in the United States alone and over 500,000 cases are diagnosed yearly. Despite advances in treatment, the mortality remains very high with nearly 300,000 patients dying of HF each year. The total number of hospital admissions approaches 1,000,000 yearly.

The clinical characteristics of patients hospitalized with worsening HF can be described by using data from recent large clinical trials. These patients are older; many are women and have a preserved ejection fraction. They tend to have less coronary artery disease, more hypertension, atrial fibrillation, diabetes, and renal insufficiency than those enrolled in chronic HF trials. The mean systolic blood pressure is 110–130 mm Hg and the resting heart rate is 80–90 beats per minute. At the time of hospital admission, the majority of patients have elevated left ventricular filling pressures (described as “wet”) and adequate systemic perfusion (described as “warm”).
While these patients have a in hospital mortality less than 4%, their readmission rates within 60 days of discharge range from 20 to 30% and the mortality within 60 days of discharge is 5 – 10%. Independent baseline predictors of clinical outcome include higher level of blood urea nitrogen, lower systolic blood pressure, male gender, previous hospitalizations, a worse New York Heart Association classification, and the presence of hyponatremia. 

In patients hospitalized with worsening HF, the immediate treatment goals are to alleviate the symptoms of congestion and edema, improve the hemodynamic profile, and preserve renal function without causing myocardial injury. After the patients are stabilized, the goals are to implement long – term life – saving therapies that include: angiotensin converting enzyme inhibitors, beta – blockers, and spironolactone; ICD and biventricular pacing; for patients with CAD, antiplatelet agents, statins, and revascularization. 

In conclusion, more randomized clinical trials are needed to examine current and new therapies assessing not only acute, but long – term effects on HF patients. This endeavor should result in treatment guidelines for hospitalized patients with HF. New approaches to improve the use of proven, guideline recommended life – saving therapies are needed.







