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SABTU, 13 JUNI 2015
DIAGNOSIS AND MANAGEMENT

OF ACUTE DECOMPENSATED HEART FAILURE

Starry H. Rampengan

Bagian limu Penyakit Jantung dan Pembuluh Darah
Fakultas Kedokteran Universitas Sam Ratulangi Manado
Email: starry8888@yahoo.com

Acute decompensated heart failure (ADHF) has emerged as a major
public health problem over the past 2 decades. The major symptoms
of ADHF shortness of breath congestion and fatigue, are not specific
for cardiac and circulatory failure. They may be caused by other
condition which mimic heart failure (HF), complicating the
identification of patient with this syndromes. Various forms of
pulmonary disease, including pneumonia, reactive airway disease
and pulmonary embolus, may be especially dificult to differentiate
clinically from HF.

For millions of people throughout the world, acute heart failure is a
lifethreatening medical emergency, and it is one of the most common
reasons for admission to hospital. One in 10 patients with acute
heart failure dies in hospital, and one in three dies within the year
following an episode.

The symploms of acute heart failure are distinct from those of a heart
attack. Breathlessness, fatigue, and swelling of the lower legs or
ankles are surprisingly often not recognized by patienis and
clinicians as the life-thireatening symptoms of declining heart
function. The underlying causes of acute heart failure are varied, and
patient sex hibit different patterns and severity of symptoms. This
means that many patients experience complex transitions between
different heaithcare providers and facitities,

Acute decompensated heart failure is a clinical syndrome, with
reduced cardiac output, tissue hypoperfusion, increase in the
pulmonary capillary wedge pressure (PCWP), and tissue congeslion
The underlying mechanism may be cardiac or extra-cardiac, antl
may be fransient and reversible with resolution of the acule
syndrome, or may induce permanent damage leading lo ghronic
heart failu-e. The cardiac dysfunction can be related {0 ayslolic or
diastolic myocardial dysfunction (mainly induced by lschaemia or
infection), acute valvular dysfunction, pericardial tamponade,
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abnormalities of cardiac rhythm, or pre-load/after-load mismalch.
Multiple extra-cardiac pathologies may result in acute heart failure by
changing the cardiac loading conditions for example (i) increased
after-load due to systemic or pulmonary hypertension or massive
pulmonary emboli, (ii) increased pre-load due to increased volume
intake or reduced excretion due to renal failure or endocrinopathy, or
(i) high output state due to infection, thyrotoxicosis, anaemia,
Pagel's disease. Heart failure can be comiplicated by co-existing
end-organ disease. Severe heart failure can also induce multi-organ
failure, which may be lethal. Appropriate long-term medical therapy
and, if possible, .anatomical comection of the underiying pathology
may prevent further ADHF syndrome ‘attacks’ and improve the poor
long-term prognosis associated with this syndrome.

The American College of Cardiology Foundation/The Amarican Heart
Association divides patients based on presenting clinical profile into
lhree main groups: volume overload, manifested by pulmonary
andfor systemic congestion, usually due to increases in blood
pressure (BP), severely reduced cardiac output often with
hypotension, and combined volume overload and cardiogenic shock
Rapid identification of patients with acute heart failure is the first step
in providing effective care. Diagnosis can be challenging because
sympioms vary at presentaticn, and many different factors can cause
an episode of acute heart failure. Poor recognition of the signs and
symptoms of acute heart failure frequently leads to delays in
diagnosis and treatment.

Diagnosis of acute heart failure relies on a combination of clinical
evaluation, patient history, electrocardiography, cardiac imaging, and
laboratory tests. Diagnosis in the emergency room can prove a
challenge, as symptoms may be life-threatening, so diagnosis and
treatment are usually carried out together. Rapid diagnosis and
assesment for ADHF patient must be done in two minutes at
emergency room. In this situation,the key aims of therapy are
torelieve symptoms, stabilize blood pressure, maintain blood oxygen
levels, and prevent organ damage. Patient history can prove a useful
guide to diagnosis, as approximately 65% of patients with acute
heart failure also have pre-existing chronic heart failure.
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