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The vast majority of patients who present to the Emer-
gency Department (ED) with decompensated heart
failure are admitted to the hospital, despite increasing
pressu}e to contain cost.! Appropriate decision mak-
ing in the ED is paramount, obviously very important
for diagnostic and therapeutic maneuvers but also
true for patient disposition. One could argue that pa-
tient disposition, not management, is the most daunt-
ing task an emergency physician faces. Historically,
ED physicians were forced to make disposition deci-
sions with only two options: discharge home after a
relatively short ED stay or admit to the hospital. To
make things more difficult, these decisions were often
made with the pressure of time and usually on limited
data. This strategy frequently led to inappropriate ad-
missions and premature ED discharges with resultant
increased cost and morbidity, respectively.* The
American College of Cardiology (ACC)/American
Heart Association (AHA) guidelines on the manage-
ment of heart failure suggest that patients with mild to
moderate symptoms generally do not require admis-
sion.* However, clinicians often have difficulty judg-
ing the prognosis of such patients and while these
guidelines may assist in decision making, clinical judge-
ment remains important.’ Recently, ED based obser-
vation units, clinical decision units or diagnosis driven
critical pathways/protocols have been developed to
aid in the management of selected patients.® Their use
has been best described with chest pain suspicious
for acute coronary syndrome, but the principle of a

successful observation strategy holds true for any clini-
cal diagnosis associated with high volume, high cost
and a significant clinical penalty for mismanagement.
Acute decompensated heart failure clearly falls into
this category and a number of institutions have ap-
plied what has worked with chest pain to the man-
agement of heart failure.>’

The following strategy incorporates disposition rec-
ommendations for an ED with a more traditional set-
ting (i.e. no clinical decision unit) as well as one with
the ability to provide observation services. Vital to
any disposition strategy is a well conceived and de-
signed management protocol with specific emphasis
on patient selection, diagnosis, therapy and targets
for successful outcome. Without these, it will be more
difficult to consistently identify patients who are ap-
propriate for ED discharge, observation in a clinical
decision unit or hospital admission.

Patient selection is a key component to any ED based
strategy. After initial ED evaluation, it is usually obvi-
ous that critically ill patients will require hospital ad-
mission while patients with mild symptoms may be
able to be discharged relatively quickly. Unfortunately,
this represents the minority of decompensated heart
failure patients. The majority will require more com-
plex disposition decision making, and it is this larger
group that warrants more attention. Appropriately
selected patients from this group have the most po-
tential to benefit from an ED management protocol or
admission to an observation unit. First and foremost,
only patients with heart failure should be included. A
management protocol aimed specifically at heart fail-
ure will largely be unsuccessful if applied to patients
with disorders that mimic heart failure (COPD, pneu-
monia, etc.). The history, physical examination, chest
radiography, echocardiography and newer technolo-
gies to estimate hemodynamics (bioimpedance)® or
left ventricular distention (B-type natriuretic peptide)’
are the cornerstones of diagnosis. Nearly as impor-
tant is excluding patients who will not likely benefit
from an ED protocol or observation unit management
of decompensated heart failure. These patients should
be admitted to the hospital for more definitive care.
Exclusion criteria include: !>
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) Unstable vital signs

a. SBP <90 or > 220 after initial therapy

b. Heart rate > 130

c. Temperature > 38.5 C°
2) Persistent hypoxemia (O, saturation < 90%)
3) Evidence of myocardial ischemia/infarction
4) Unstable angina
5) Any evidence of active concomitant disease
6) Any requirement for non-invasive ventilation

Therapy for patients who meet the eligibility require-
ments should be goal oriented, protocol driven with
treatment to include supplemental oxygen, diuretics
and vasodilators.'®!! The crux of any disposition de-
cision is the response to these therapies and identifi-
cation of any complications or other barriers to suc-
cessful discharge. It is most important to identify a
priori targets of clinical improvement and use these to
determine which patients may be discharged from the
ED or observation unit. Failure to adhere to these
clinical predictors will likely lead to repeat ED visits,
hospital admission (often with prolonged length of
stay), patient morbidity and increased overall cost.>>
The following are criteria that should be considered
when determining disposition: !0

D) Improvement in dyspnea, no orthopnea

2) Ambulatory without dizzyness or dyspnea on
exertion

3) Stable vital signs (HR< 100, SBP>90 and
<200)

4) Urine output > 1 liter

5) Normal electrolyte panel (Na+>130 Mmol/
L,K+4.0-5.0 Mmol/L)

6) Normal cardiac injury markers

7 Achievement of dry weight (ifknown)

8) Stable or improving renal function

9) No evidence of other active cause of dysp
nea (COPD, pneumonia)

10)  Decreasing BNP level

11)  Improved hemodynamics by bioimpedance
ifavailable

12)  Improvement injugular venous distension and
edema

13)  12-24 hours of stability on current medical

regimen

Failure to reach these clinical improvement goals or
occurrence of any complications should trigger a hos-
pital admission from either the ED or observation unit.
Further attempts to “force” the issue after this initial
protocol based period of observation may lead to
increased morbidity and overall cost.

Making a disposition decision is difficult, and critical
to its success is providing suitable aftercare. Avail-
ability of prompt follow-up often determines the ap-
propriateness of the decision to discharge a patient.
The initial improvements gained in the ED or obser-
vation unit can be quickly negated if the patient is dis-
charged with a poor outpatient management. Impor-
tant components of outpatient heart failure disease
management include:!'> 2

1) Nursing case management

2) Physician follow-up (Primary care coordi
nated with cardiology)

3) Optimization of medication regimen

4) Patient education

5) Social support (Home health assessment)

Hospital readmission is a very common problem af-
ter initial management of decompensated heart fail-
ure, approaching 50 percent at three months." Fac-
tors associated with hospital readmission include:'>'®

1) Age > 65 years

2) Male gender

3) Heart failure admission within 6 months
4) Initial length of hospital stay > 1 week

5) Elevated BUN

6) Diabetes mellitus

7 Inadequate social support and follow-up
8) Dietary and medication noncompliance

Readmission often results from inadequacies of the
previous disease management plans. A comprehen-
sive strategy which incorporates an observation unit
protocol and appropriate aftercare has the opportu-
nity to positively impact readmissions and overall cost.
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Outpatient heart failure disease management provides
consistent benefits, with a 25-75% reduction in hos-
pitalization.'* ' There are multiple variations on the
theme of outpatient case management but most have
the common thread of a specialized heart failure nurse
who provides education and preemptive telephone
contact to identify problems and field questions.!!
Close monitoring of patient weight and response to
changing volume status is the most important aspect
of ongoing care for heart failure.* Because non-com-
pliance is estimated to cause up to half of all heart
failure admissions, patient education is critical.' This
includes review of a sliding scale diuretic dose based
on daily weights and information on sodium and fluid
restriction.!” Social services can arrange a home health
assessment to determine if there are other psychoso-
cial, cultural or economic barriers preventing thera-
peutic compliance.

Optimizing the medical regimen is probably the most
complex portion of outpatient disease management,
as it requires coordination between many providers,
including the ED physician, primary care physician
and heart failure physician-nurse case management
team. Although beyond the purview of this discus-
sion, medication considerations would include a loop
diuretic, spinonolactone, angiotensin converting en-
zyme inhibitor, B-blocker and nitrates.'*!!

Determining the disposition of patients with acutely
decompensated heart failure after a stint in the ED or
observation unit is a difficult task. Although not well
studied, there are predictors of successful discharge
after an accelerated treatment protocol has been in-
stituted. The keys are appropriate patient selection,
adherence to clinical outcome targets and goal ori-
ented outpatient case management. Utilization of such
a comprehensive strategy is imperative to achieve safe
and accurate disposition.
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