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to discontinue them, and if the patient is not yet prescribed
these medications, once their acute decompensation is treated,
an attempt should be made to prescribe these medications prior
to discharge.

Q: Did any of the study’s results surprise you?

A: I don’t think that they are that surprising. If you ask
many clinicians who take care of a lot of these patients what
types of things might predict outcome, they would predict
things like blood pressure, kidney function and age.

The unique contribution of this particular paper is that it
puts it into a model that allows a risk prediction. Rather than
just having some impression that a patient with bad kidney
function or advanced age or low blood pressure is likely to be at
higher risk, we can put all of that together, and we can come up
with a relatively precise risk assessment.

The way that patients have been assessed previously is based
on bedside gestalt, but that is probably an extremely crude way
of determining who is at high mortality risk and who is not. This
nomogram has tremendous power to allow a better risk assess-
ment. The good news is that it does not require the assessment
of anything that is not routinely done in practice at the time of
presentation or admission of these patients.

Q: Are you planning any future studies based on these
results?

A: We are interested in doing some prospective work in
using the risk assessment to make these triage and treatment
decisions, and evaluating the impact on outcome. If you make
better triage decisions, appreciating the mortality risk, getting
patients into the right setting, and moderating the aggressive-
ness of treatment based on mortality risk, do you improve out-
come? That would require a prospective interventional study.
It takes quite a bit to organize, so we have not quite gotten
there yet. ■
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CHARACTERISTICS PREDICT SURVIVAL

Data collected in the OPTIMIZE-HF study led to the selection of factors for an algorithm to assess risk for patients hospitalized
with heart failure. For more information, and to see the risk prediction nomogram, visit www.optimize-hf.org.

Age in years 73.2 73.0 78.5
Systolic blood pressure, 
in mm Hg 143 143 125
Heart rate, in beats per minute 87 87 89
Sodium, in mEq/L 137.8 137.8 136.6 
Creatinine, in mg/dL 1.8 1.7 2.2 

Patient characteristic Overall registry Patients surviving to discharge Patients who died in hospital 

Source: “Predictors of In-hospital Mortality in Patients Hospitalized for Heart Failure,” J Am Coll Cardiol. 2008 Jul 29;52(5):347:56

Q: Do you know of any hospitals that are using the algo-
rithm suggested in your study?

A: I have talked to some colleagues around the country and
many have suggested that it’s a good tool, but I can’t tell you of
any hospitals that are using it in a routine or systematic way.

It often does take a while for new research to translate into
clinical practice. The heart failure world is a few decades behind
the acute MI/chest pain world. We have been risk-stratifying
patients coming into the ED with chest pain for many years. To
date, the approach with heart failure patients has been a one-
size-fits-all approach. Ninety percent of patients with worsening
heart failure who present to an emergency department are
admitted to the hospital, and there are few risk-based algorithms
to guide their disposition and their treatment.
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