Edward Kasper – Heart Failure and Clinical Pathophysiology:

Epi: 4.7 million, 6-10 % > 65, 300,000 deaths/yr, most common cause of hospitalization

Syndrome: 

Dyspnea on exertion: Less activity induces breathlessness (PE & resp muscle fatigue)

Orthopnea: Dyspnea when lying down, rated by # of pillows (( venous return supine)

PND: Similar to orthopnea (same mech + nocturnal depression of respiratory center)

Exercise intolerance: PE + insufficient blood to muscles (abnormal vasodilation)

Fatigue & weakness (poor perfusion), peripheral edema or anasarca, abdominal congestion, palpitations due to supraventricular and ventricular arrhythmias

Forward, backward, right, left failure (usually a combination occur):

Backward: Heart can’t pump off blood, circulation “backs up”

Forward: Failure of heart to pump blood leads to hypoperfusion

Left ( pulmonary edema; 

Right ( JVD, vascular/abdominal congestion (most often due to left failure)

Isolated right: Pulmonary embolus, primary pulmonary hypertension

Fluid retention:

Mostly due to RAS, also due to ( kidney perfusion ( ( GFR

Neurohormonal (Reflexive) adaptations:

	Response
	Short-term effects
	Long-term effects

	Salt & water retention
	Augments preload
	Pulmonary/systemic congestion

	Vasconstriction
	Maintains perfusion P
	Exacerbates disfunction, ( cardiac energy expenditure

	Sympathetic stimulation
	( HR & ejection fraction
	( Energy expenditure


Systolic disfunction: Can’t pump (dilated cardiomyopathy) 

Diastolic disfunction: Can’t fill (hypertrophy)

Cardiomyopathy (supposed to cover only non-inflammatory, non-CAD, HTN, valvular)

In reality, “ischemic cardiomyopathy” included (60-70% cases)

Dilated: 90% CHF, impaired LV contractility ( arrhythmia, embolism, sudden death

Hypertrophic: LV thickens, diastolic disfunction ( dyspnea, arrythmia, sudden death

Restrictive: Diastolic, presents w/right sided heart failure, 1%>cases 

Idiopathic dilated cardiomyopathy: 2nd most common, may be caused by virus

S3 & S4, mitral or tricuspid murmurs may also be found

Treatment of CHF: Only ACE inhibs, spironolactone, B-blockers 

Hypertrophic: 50% familial, 40% of which are beta myosin heavy chain mutations

Other abnormalities on Ch 1 & 11, all on contractile (except actin ( dilated CM)

Presents in 20’s, asymmetric hypertrophy, disarray of fibers

Obstructive: Mitral valve leaflets contact ventricular septum ( LV P gradient

Many patients asymptomatic, less peripheral edema than DCM

Syncope or sudden death due to arrhythmia or outflow tract obstruction

Treatment: slow HR to allow more time for filling (B-clockers, Ca++ antagonists)

Restrictive: Example is amyloidosis (due to IgG light chains associated w/MM)

Other organs involved, rapid downhill course

High intracardiac pressures, all kinds of edema, conduction blocks

LV and LA pressures = throughout most of diastole ( prolonging diastole is no help

RV has thinner walls and is more susceptible to effects
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