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de la ESC-HFA 2016 a debat

Recomanacions a la insuficiència cardíaca aguda
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ECG 
• Is rarely normal in AHF (high negative predictive value) 
• Helpful in identifying underlying cardiac disease and 

potential precipitants (rapid AF, ACS) 

Echocardiography
• Immediate is mandatory only in patients with hemodynamic

instability (particularly in CS) and in patients suspected of
acute life-threatening structural or functional cardiac
abnormalities (mechanical, valvular, aortic dissection).

• Early in de novo AHF or unknown cardiac function (≤ 48 h)

• Pocket-size may be used as an extension of the clinical
examination Repeated echocardiography not needed unless
relevant deterioration in clinical status

Bedside thoracic ultrasound 
• For signs of interstitial edema and pleural effusion if the expertise is available

Chest X-ray 
• Up to 20% of patients with AHF is nearly normal
• Supine chest radiographs are of limited value in AHF
• To identify alternative non-cardiac diseases

Pulmonary artery catheter, arterial or central venous line and urinary catheter
• Are not routinely indicated



AHF may be disclosed:
BNP <100 pg/mL
NT-proBNP <300 pg/mL
MR-proANP <120 pg/mL

Upon presentation is recommended in all patients 
with acute dyspnea and suspected AHF 
to help in the differentiation of AHF from non-cardiac 
causes of acute dyspnea

Plasma natriuretic peptide level (BNP, NT-proBNP or MR-proANP) 

Predischarge may be considered for 
prognostic evaluation



D-dimer in suspicion of acute pulmonary embolism

Cardiac troponins are elevated in the vast majority of patients with AHF, often without obvious 
myocardial ischaemia or an acute coronary event, suggesting ongoing myocyte injury or necrosis.      
Also in acute pulmonary embolism is useful for risk stratification and decision-making

Routine arterial blood gas is not needed. Restricted when SpO2 is not reliable 
Venous blood gases might acceptably indicate pH and CO2

Renal function and electrolytes every 1–2 days or even more frequently

Procalcitonin levels may be considered in patients with AHF with suspected coexisting infection, 
particularly for the differential diagnosis of pneumonia and to guide antibiotic therapy.

Liver function tests (reduced CO and/or increased CVP). Identify patients of poor prognosis

TSH should be assessed in newly diagnosed (hypothyroidism and hyperthyroidism may precipitate AHF)

Other biomarkers have been investigated for their diagnostic and prognostic value in AHF, but  none has 
reached the stage of being recommended for routine clinical use

Other laboratory tests at presentation

Cardiac troponins, BUN (or urea), creatinine, electrolytes (sodium, potassium), 
glucose, complete blood count, liver function tests and TSH



ADHERE Registry :  
4240 out of 67920 patients (6.2%) were Troponin+

Patients Troponin +:  lower SBP on admission, 
lower LVEF
Higher in-hospital mortality (8.0% vs. 2.7%, P<0.001)

Peacock WF. NEJM 2008



Baseline high-sensitivity cardiac troponin TMean hs-cTnT values

Felker M. Eur J Heart Fail 2015









AHF with hypoperfusion, diuretics should be avoided before adequate perfusion is attained

Combination requires careful monitoring to avoid hypokalaemia, renal dysfunction and 
hypovolemia.

Optimal dosing, timing and method of delivery is unclear.  In the ‘high-dose’ arm of the DOSE 
study, administration of furosemide at 2.5 times the previous oral dose resulted in greater 
improvement in dyspnea, larger weight change and fluid loss at the cost of transient 
worsening in renal function. The dose should be the smallest to provide adequate clinical 
effect. 

A bolus of 10–20 mg i.v. torasemide may be considered as an alternative.



Intravenous vasodilators are the second most often used agents in AHF for symptomatic
relief; however, there is no robust evidence confirming their beneficial effects

Are especially useful in patients with hypertensive AHF, whereas in those with SBP<90 
mmHg (or with symptomatic hypotension) should be avoided

Dosing should be carefully controlled to avoid excessive decreases in BP, which is
related to poor outcome

Vasodilators should be used with caution in patients with significant mitral or aortic
stenosis



Inotropes should be reserved for cases with severe CO reduction, compromising vital organs, 
mainly in hypotensive-AHF (excluding hypovolemia or other reversible causes)

Levosimendan is preferable over dobutamine to reverse the effect of betablockade if beta-
blockade is thought to be contributing to hypoperfusion. In patients with hypotension (SBP 
<85 mmHg) or cardiogenic shock, in combination with other inotropes or vasopressors

ECG monitoring is required for administering inotropes, because they can cause tachycardia, 
ischemia and arrhythmias, and may increase mortality. In any case, inotropes have to be used 
with caution starting from rather low doses and up-titrating  with close monitoring



These agents are given to raise BP and redistribute blood to the vital organs. However, this 
is at the expense of an increase in LV afterload.

Dopamine was compared with norepinephrine in the treatment of various shock patients. A 
subgroup analysis suggested that norepinephrine would have fewer side effects and lower 
mortality.

Epinephrine (adrenaline) should be restricted to patients with persistent hypotension 
despite adequate cardiac filling pressures and the use of other vasoactive agents, as well 
as for resuscitation protocols.



Harjola VP. Eur Heart J 2015

ADRENALINE 
was independently associated with mortality

Adjusted for center 
and gender

The association
remained after
Propensity score 
analysis

OR 4.3 (1.5-12.6) p<0.0507



Digoxin is mostly indicated in AF and FC>110 bpm. However, in patients with co-morbidities or
other drugs affecting digoxin metabolism and/or the elderly, the maintenance dose may be based
on the measurements of digoxin concentration in peripheral blood

Tolvaptan may be used to treat patients with volume overload and resistant hyponatremia (thirst
and dehydration are recognized adverse effects).

Routine use of opiates is not recommended and they may only be cautiously considered in
patients with severe dyspnea, mostly with pulmonary edema. Dose-dependent side effects
include nausea, hypotension, bradycardia and respiratory depression.
There are controversies regarding the potentially elevated mortality risk in patients receiving
morphine.

Anxiolytics or sedatives may be needed in a patient with agitation or delirium. Cautious use of
benzodiazepines (diazepam or lorazepam) may be the safest approach.





Routine use of ultrafiltration is not recommended and should be confined to patients 
who fail to respond to diuretic based strategies.

The following criteria may indicate the need for initiation of renal replacement therapy 
in patients with refractory volume overload: 
• oliguria unresponsive to fluid resuscitation measures
• severe hyperkalaemia (K>6.5 mmol/L)
• severe acidaemia (pH <7.2)
• serum urea level >25 mmol/L (150 mg/dL) 
• serum creatinine >300 mmol/L (>3.4 mg/dL)







Mebazaa A. Int Care Med 2016

AHF





Multidisciplinary team management

• Organization of care: Community - Hospital services 
Rehabilitation - Palliative care

• Discharge planning
• Lifestyle advice
• Exercise training

Structured follow-up:
• Patient education
• Optimization of medical treatment
• Psychosocial support 
• Improved access to care
• Older, frailty, cognitive impairment
• Palliative and end-of-life care





Gaps in knowledge



Punts forts de les guies de ICA
• Pèptids natriurètics i troponina
• CHAMP approach
• Timing i indicació de l’ecocardiograma
• Estratègies per iniciar ràpidament el tractament
• Criteris d’ubicació de pacients (UCI, sala, Urgències)
• Trasllat de pacients en shock
• Valoració de l’assistència ventricular
• Enfoc multidisciplinar del maneig i implicació de diferents àmbits a l’alta

Punts dèbils de les guies de ICA
• Classificació basada en IC crònica avançada (Nohria) que no cobreix tots

els supòsits (insuficiència respiratòria)
• Desaparició dels fenotips de prèvies guies (EAP, IVD, ICCD entre altres)
• No aborda la IC dreta
• Enfoc marcadament esbiaixat sota el prisma del cardiòleg (No d’Urgències)
• Recomana TSH a urgències
• No presenta punts de tall diagnòstics de ICA de BNP o NT-ProBNP
• No aborda la monitorització hemodinàmica per ECO
• No recomana la monitorització del CO / SvO2, lactat, catèter venós central i

sonda urinària en el shock cardiogènic
• Poc èmfasi en l’ús de l’eco pulmonar
• Poc èmfasi en el possible efecte deleteri de l’adrenalina
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