
Advance Heart Failure for the Hospitalist 
Rapid Clinical Updates 

Advance Heart Failure for the Hospitalist 
Practice Gap 
Context:  There is emphasis on education of GDMT initiation, but what about the patients frequently readmitted with 

CHF at the end of life?1,2  
Current1,2. Referral to a HF 
specialist should be 
considered in patients 
needing inotropes,  
NYHA class IIIB/IV 
symptoms, end-organ 
dysfunction, EF ≤35%, ICD 
shocks, readmissions,  
CHF, despite escalating 
diuretics, Low BP/high HR  
Need to reduce GDMT 
 
 

Cutting Edge:  Medications when you have 
optimized GDMT,2: Ivdarabine, Digoxin, Viericiguat, PUFA, Potassium Binders  
Pall Care Involvement (PAL-HF Study): stable care trajectories and reduced healthcare burdens & 
rehospitalization, manage CHF sxs  

 Right heart catheterizations for persistent symptoms, AKI with diuresis, frequent hospitalization  
An implantable sensor to guide filling pressure assessment (e.g., CardioMEMS) in ambulatory HF patients 
may be considered. 
Consider patient monitoring devices (e.g., Scales) or smartphones or electronic health records can support 
such team-based care, Medication adherence with pharmacist co-management, cognitive behavioral therapies,     

LVAD Referral  
Context: Despite improving hemodynamic compromise, positive inotropic agents have not shown improved survival  
Current:  Median survival of adult transplant recipients is >12 years; (vs <2 y with stage D and no advanced therapy 
Cutting Edge:     Consider LVAD referral as a bridge to transplant as a bridge or destination.3  
                           Refer early! Delayed referral or lack of referral in patients who are likely to derive benefit from an advanced  

HF evaluation can have substantial adverse consequences for patients and their families.3 
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