
Researchers seek more bridges 
to cross with mechanical pumps
Will left-ventricular assist devices span from CHF to recovery? 

The day is coming, researchers say, when mechanical pumps will
offer CHF patients a range of options for improvement and
recovery.

Refinements continue to be made in using left-ventricular assist
devices (LVADs) as a bridge to transplantation. But investigators now
want to find out how they can offer the devices to more patients — such
as those who are not transplant candidates because of their advanced
age or degree of heart disease. 

And today’s tantalizing but rare cases of patients being weaned from
their LVADs hint at a time in the future where doctors can use a pump
to let a failing heart rest and heal until it can work well on its own
again. 

Getting to these goals, and crossing what some doctors call “a bridge
too far,” means pushing the limits of the technology and running the tri-
als. Investigators are optimistic. 

“You might decide that today’s pumps are not right for you and your
patients,” says Mehmet C. Oz, MD, an LVAD researcher and cardiotho-
racic surgeon at Columbia-Presbyterian Medical Center in New York
City. 

“But with the advances being made, you should see a pump that’s
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• Left-ventricular assist devices (LVADs) are considered bridges
to transplantation.

• Researchers are working to make LVADs available to patients
who are not eligible for transplantation.

• In rare instances, patients using an LVAD regain heart perfor-
mance and can undergo explantation, but researchers are just
beginning to understand cardiac remodeling and damage on
the cellular level and whether or not it can be reversed.
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right for you within a decade,” he explains.
Buying patients more time as they await trans-

plantation is a huge niche for LVADs to fill.
Recent published reports determine only 2,500
organs are available each year to some 60,000
patients who need them or some type of mechan-
ical help. And in 1996, more than 10% of the
transplantation candidates died waiting for a
new heart. 

What about those not up for transplants?

Oz says doctors should be thinking about
when LVADs may be appropriate for their
patients today, whether or not they’re on the
transplant list. 

“The first rule of thumb is that no one should
die of heart failure without being considered for
heart pumps.” That doesn’t mean giving one to
every patient, Oz notes, but rather, thinking
about how a patient can be treated with an LVAD
after traditional therapies are ruled out with a
line of questioning such as the following:

1. Does the patient have a problem that can
be repaired, such as aortic or mitral valve dis-
ease or an aneurism? 

2. If there isn’t a physical defect that can be
targeted for repair, can the patient’s heart failure
be controlled with medication?

3. If medication cannot keep the patient’s
condition stable, could transplantation be
implemented to reverse the patient’s declining
cardiovascular performance? (In this case, a
heart pump can help sustain the patient until a
permanent organ becomes available.)

4. If the patient is not a transplantation can-
didate, could an LVAD be used? (Today, patients
can be part of the clinical trial testing the devices
when other options are not appropriate or can no
longer be helpful by themselves.) 

This last consideration may not sit well with
some doctors, who may feel that if a patient is not
up to the surgery and recovery from transplanta-
tion, he or she would not benefit from using an
LVAD.

But Oz says his team is learning how LVADs
can be helpful to these patients. The researchers
have a $7 million government grant for their
REMATCH study (Randomized Evaluation of
Mechanical Assistance for the Treatment of
Congestive Heart failure). Oz says patients have
to apply to participate in the study, but for those
who are not transplant eligible, an LVAD may
provide a treatment option. 

How long on an LVAD?

Two end points in heart pump therapy are
crystal clear:

• transplantation;
• infection requiring removal.
In other cases, knowing when to stop using

the LVAD is not as certain. Oz says there will be
a growing number of patients not going on to
transplant who will continue with their device,
incorporating other treatments such as surgery
and drug therapy to improve their heart perfor-
mance. 

And researchers also are looking at the
chances of using the LVAD to help the patient’s
own heart recover enough to work on its own.
This role is called a bridge to recovery. 

In 1997, German investigators reported in
Circulation (1997; 96:542-549) that they were able to
wean a third of their 17 patients from their LVADS. 

“We haven’t been able to reproduce their
results,” Oz says. In a recent article in Circulation
(1998; 98:2,383-2,389), his team reported a retro-
spective study and an explanation evaluation
that used exercise tolerance as an indicator of
success. 

The team found that among 111 LVAD recipi-
ents being bridged for transplants since 1991, only
five were explanted. In three of these instances,
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the devices were removed because of infection.
The other two patients had their LVADS removed
because they were not going on to transplanta-
tion: one after 186 days and another after two
years.

Of these five explant cases, two died three
months after explantation. Two patients needed
reimplantation after being without them — one
after two years, the other after 170 days. The fifth
patient was still alive in class I CHF after 15
months without the device. 

In the second part of the study, 39 recent LVAD
recipients were considered for explantation,
according to how well they could exercise with
their LVAD output reduced to 20 cycles per
minute. Seven of the 39 patients were able to exer-
cise at this rate of assistance and still keep stable
hemodynamics. One was able to be explanted.

Oz says the Germans’ success may be due to
the way
Europeans
wean their
patients off
the LVAD
three months
after implan-
tation. The
practice may
be a good
idea because
researchers
still have a lot
to learn about how the heart responds to its
mechanical helper and how long the partnership
should last. 

It’s possible that patients reach a point where
the heart pump no longer works well with the
compromised heart. A device could even cause
atrophy in the heart muscle, depending on its
synchrony with the ventricle as it contracts and
relaxes. 

More research is needed, Oz says, to determine
how long a patient should use the heart pump,
whether or not weaning should begin, and how
weaning should be done. 

Right now, he says his team does not implant
LVADs with the intention of weaning patients 
off of them. Nearly all the heart pumps used
now are bridges to transplantation. Oz notes he
recently had a case where a patient had a mas-
sive heart attack and an LVAD was used as part
of his overall treatment, but those situations are
not as common. 

Other physicians see three standard uses for an

LVAD, including helping patients who suddenly
run into trouble, says Ross Zimmer, MD, a
Philadelphia cardiologist with the joint heart fail-
ure program at Presbyterian Medical Center and
the Hospital of the University of Pennsylvania. 

These uses are:
❒ A device can sometimes help patients who

suffer complications during surgery.
❒ An LVAD is used as a transplantation bridge

(the most common use).
❒ LVADs are used in a clinical trial.

Research will bring more uses for device

The editors commenting on Oz’s study in
Circulation note they hoped clinicians would one
day be able to assess how a failing heart has been
damaged on a cellular level — and whether the
damage is reversible. This would give clinicians
an indication of which hearts may go on to heal if
given some mechanical assistance.

Oz says it would be even more helpful to
understand the cellular changes of the heart so
they can be reversed long before treatments like
heart pumps are needed. Answers may come from
looking at how patients may not be metabolizing
free fatty acids or calcium properly. Harvesting
heart tissue from deceased CHF patients could
allow scientists to probe the mitochondria and
hunt for missing or defective genes, which could
lead to a whole new arsenal of cardiovascular
genetic therapies.

Until that point, doctors say LVADs have a role
in treating CHF. 

“I hope that as [LVADs] become more com-
mon, they are developed not just as a bridge 
but as an alternative to transplant,” says Jim
Fitzpatrick, MD, clinical assistant professor of
medicine in the division of cardiology at Thomas
Jefferson Medical Center in Philadelphia. “The
economics are staggering.”

He says last year, Jefferson implanted two
LVADs into CHF patients as bridges to transplan-
tation. The site is not a transplantation center, so
the patients continued with treatment at other
centers to get new hearts.

And patients can find some reassurance when
they learn that LVADs can help during the wait
for a heart, says Zimmer: “It’s nice psychologi-
cally for patients to know that it’s there.” 

Editor’s note: For more information about the
LVAD study and to learn how to become involved, 
call (888) REMATCH. ■
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Medtronic leaves CHF
treatment to other devices
Cardiomyoplasty study ends

Citing too much competition from the suc-
cesses of other implantable devices and a

dwindling patient enrollment, Medtronic ended
its cardiomyoplasty study in October.

The Minneapolis-based medical technology
firm makes an experimental pacemaker used in
the procedure. The technique uses one of the
patient’s own latissimus dorsi muscles as a wrap
for the heart. There, it is “trained” to respond 
to electric pacing, beating with the heart in an
attempt to improve cardiac performance.

Continued support for patients

“We’ll continue to make replacement devices
available to patients who need them,” says
Medtronic spokeswoman Jessica Stoltenberg.
She says 750 CHF patients have undergone car-
diomyoplasty since the procedure began trials in
the early 1990s.

Stoltenberg says the program was successful, but
with the rise of technologies such as left-ventricular
assist devices, patient enrollment in their trials con-
tinued to decline. (See related cover story.)

“We’ve pretty much closed it down,” says
William Anderson, MD, attending and associate
professor of cardiothoracic surgery at Deborah
Heart and Lung Center in Browns Mills, NJ.
“Patients are not being funneled in.”

In 1994, Deborah planned to do 20 cardiomy-
oplasty procedures a year for three years. The
clinical trial, which followed a previous one to
determine feasibility, called for performing the
procedure in 600 patients in 10 centers across the
country. 

Deborah was able, however, to recruit only two
patients. One was randomized to cardiomy-
oplasty; the other was treated with drug therapy.

Anderson says that beside the success of other
techniques, it was difficult to win support from
cardiologists. There was a significant amount of
morbidity involved, he says, because the patients
need a “huge” incision to remove the muscle
from the back so it can be wrapped around the
heart and sewn in place. 

The procedure usually takes six hours to com-
plete. The electronic implant then is used to 

condition the wrapped muscle so it does not
become fatigued and then paces it to beat with
the heart. 

Anderson says the modest results didn’t help
sell the procedure. “Patients do improve, but it’s
not a night-and-day change.” 

Other researchers have reported that their
small sample of patients also improved, but the
benefits were likely to be due to the way the
muscular wrap constricted the heart to prevent
some of the typical chamber remodeling and not
because the muscle was electrically paced to
beat. (See Circulation 1995; 91:2,314-2,318, and
1997; 96:3,665-3,671.)  ■

Your patients can regulate
their diuretics at home
The key is giving them clear instructions

Can your patients regulate their diuretics
according to their daily weigh-in? It takes

some specific instruction about what they should
do every day and how to react when they are
gaining weight from fluid retention. But doctors
say what patients know how to do at home can
do a lot to keep a handle on their condition.

“I think it’s an important part of managing
the disease,” says Jay N. Cohn, MD, professor 
of medicine at the University of Minnesota in
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• Patients can learn to regulate their
diuretics at home if they receive clear
instructions on how to maintain the
ideal body weight determined by the
physician. 

• Home diuretic regulation requires the
physician to know how well the drug
works in each particular patient so both
the appropriate daily medication and the
restorative agent can be prescribed.

• Some physicians may prefer to use
metolazone for the restorative diuretic,
instead of extra doses of the daily loop
diuretic. 

KEY POINTS



Minneapolis and author of an article on the man-
agement of chronic heart failure (N Engl J Med
1996; 335:490-498). 

“The day-to-day management of the diuretic is
something patients can do at home,” he says.
“That tends to keep people out of the hospital,
before they begin to decompensate. Anyone can
be educated about his disease and how to man-
age his medication,” says Cohn. “It’s just like dia-
betic patients can be taught to regulate their
insulin.” 

Self-regulation begins by establishing the
patient’s ideal body weight. Cohn says the ideal
weight is where the patient is stable and has nor-
mal central venous pressure. “That is the weight
you want to maintain,” he says.

Then, give the patients simple instructions on
what to do if they find they have gained two or
more pounds since they weighed themselves the
previous day. Usually it means taking more med-
ication. “Often, patients have what’s called a
‘kicker,’” Cohn says. That’s the extra medication
taken to address the weight gain from fluid reten-
tion. When patients are taking a daily loop
diuretic, their doctors may instruct them to take
an extra one when their weight increases, until
the ideal weight is restored.

Keep medication routines simple

When the weight goes down again, the patient
may not remember to go back to the original
dosage. For this reason, it may be easier for the
patient to remember to keep the daily loop
diuretic constant and use a different medication
as the kicker.

“I find it is easier to use metolazone intermit-
tently, rather than change the loop diuretic, but
that is an individual decision,” Cohn says. He
adds that it works like a thiazide, at a different
level of diuresis. The kicker is taken until the
patient returns to the ideal weight, then only the
regular daily plan is followed again. Patients con-
tinue to take their daily diuretic as well, unless
told otherwise by the physician.

Also, when choosing the diuretic, make sure
you understand how it affects that particular
patient and how much it takes to get the responses
you’re looking for, says Jim Fitzpatrick, MD, clini-
cal assistant professor of cardiology at Thomas
Jefferson Medical Center in Philadelphia. 

This is true for both the daily dose and the
kicker, he says. That way, doctors know the daily
dose should be effective and the response diuretic
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Are your patients 
OK with K?

Here is a list of foods and their potassium
content in milligrams. Patients on

diuretic therapy may find it helpful to know
what foods they should be eating to help
keep their potassium at a healthy level. 

“A good rule to remember is that most
fruits and vegetables are good sources of
potassium,” says Kathleen Zelman, RD, a
spokeswoman for the American Dietetics
Association in Alexandria, VA. But don’t for-
get about other sources. Haddock, she says,
provides 340 mg per 3 ounce serving. Three
ounces of turkey contribute 255 mg more.
And for patients who would like to eat a
half-cup’s worth, okra adds as much potas-
sium as that serving of poultry. Even a large
bell pepper provides 90 mg.

Zelman says there is no recommended
daily allowance for the element, but most
people need 2,000 mg to 3,500 mg a day. 

Patients should still be careful about what
they add to their food, as salt, butter, sugar,
and other condiments may complicate the
management of their condition.

♥ ¼ cup of dried apricots 
(about eight apricot halves) 448

♥ Medium-sized banana 396

♥ Cantaloupe 
(100 g serving) 309

♥ ¼ cup of pitted dates 290

♥ Two figs 232

♥ One nectarine 288

♥ One orange 181

♥ ¼ cup of pitted prunes 317

♥ Raisins (100 g serving) 751

♥ Winter butternut squash 
(100 g serving) 284

♥ One medium sweet potato 396

♥ One tomato 273

(See box on resources, p. 22, for the U.S.
Department of Agriculture’s on-line lists 
of nutritive values of food.)

Source: U.S. Department of Agriculture, Washington, DC.



will be able to start working on the extra fluid
retention. 

Fitzpatrick says he knows many patients who
have been able to do this home regulation. He
notes that some patients like to have a contact per-
son to call at the doctor’s office, such as a telem-
anager or a nurse practitioner, just to confirm they
are doing the right thing. “They’ll say, ‘Here’s
what I weigh, and here’s what I plan to do.’” 

Cohn says doctors can cut down on those
types of calls by giving the patients clear infor-
mation and instructions during the office visit.
Patients will know they are doing the right
thing because it was discussed during the
appointment. 

What helps even more is to have the instruc-
tions written out so they don’t have to commit it
all to memory and call when they forget what to
do. Then, by making daily weighing a part of the
morning routine before getting dressed, at the
same time of the day, they become comfortable
with it. Deciding the diuretics to take for the day
becomes as routine as the weigh-in.

More points to remember 

Cohn and Fitzpatrick advise physicians to
remember the following points:

❒ “When you have a patient with sodium
retention, it is important to check serum elec-
trolytes and renal function each month or every
other month,” Cohn says. 

❒ When patients take the kicker, remember
that potassium levels may drop. If they take a
supplement to maintain potassium, they may
need to increase that, too, or eat more fruit if they
are maintaining levels with diet alone. Cohn says
one banana, for example, has about 10 milliequiv-
alents of potassium, about the same as a potas-
sium supplement. 

Potassium regulation is “a very individualized”
thing, he says, therefore maintenance and response
strategies must be tailored to each patient. (See
related box on potassium-rich foods, p. 17.)
Patients may also lose potassium if they have diar-
rhea or have been vomiting, so instructions should
cover these situations as well. 

❒ Prepare the patient before starting the self-
regulation regimen, says Fitzpatrick. The physi-
cian should make sure the patient is educated
about the condition and is motivated to take
some responsibility with the daily management
of the disease. 

❒ Remember to get a sense of how compliant

the patient will be and how the diuretics will
affect each particular patient. 

(For more information on patient compliance,
see related stories, CHF Disease Management,
January 1999, pp. 8-12.)  ■

Be on the lookout 
for depression
Don’t let it creep up on your patients 

It usually doesn’t appear all at once, and there
may not be a clear starting point where symp-

toms begin. But once it shows up, depression can
unravel the gains you make with your CHF
patients. 

With treatment plans depending so much on the
patients remaining motivated — to keep up with
drug therapy, appointments, and tasks such as
daily weighing — depression can undo a lot of the
control you’re trying to get over their condition. 

“The disease creeps up on people,” says Sue P.
Heiney, PhD, RN, CS, FAAN, a certified special-
ist in psychiatric nursing at the University of
South Carolina in Columbia. “It’s not like dealing
with an MI, where there is a clear-cut event that
puts a patient in crisis.”

Heiney, who specializes in working with can-
cer patients, says she often lectures on depression
for clinicians treating patients with heart failure
because of the similarities with how patients 
deal with lasting illness and how depression can
develop.

Patients who undergo surgery face an increased
risk of depression, whether they are recovering
from a valve replacement, cardiac bypass, or even
transplantation. And depression can develop in
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• Depression is a common complication in
treating patients with cardiac problems.

• Experts urge recognizing symptoms of
depression, asking about quality of life
issues, and initiating treatment.

• Psychotherapy or counseling alone is not
enough to treat most cases of depression.
Antidepressant medication is needed.
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patients who have been dealing with CHF only.
What’s needed, say experts, is to look for the situ-
ations that can lead to depression, find out if the
signs are there, then go ahead and treat it. 

But don’t wait for one signal to jump out at 
you as though someone flipped on the depression
switch. CHF patients show the gradual symptoms

much the way other patients do. 
“It’s simple to assess, but it just gets ignored,”

Heiney says. “We often get so wrapped up with
assessing symptoms and disease management
that we miss the quality-of-life issues.”

“Patients come in to get an EKG, a check of
medical symptoms, heart symptoms — but doc-
tors just need to know that the risk of depression
is there,” says Jim Fitzpatrick, MD, clinical assis-
tant professor of medicine in the division of car-
diology at Thomas Jefferson Medical Center in
Philadelphia.

He says half of the patients that have had heart
surgery show signs of depression. “In patients
with heart failure, they may have had surgery for
valvular repair or a bypass. After those surgeries
they are in a high-risk group.”

It is helpful to recognize that just being a heart
patient is a roller coaster ride of emotions for
most people.

“They’ve been sick. There was the anticipation
of surgery. They go have it done. Then they still
don’t feel well. They made it through, but instead
of having a sense of relief, depression sets in,”
Fitzpatrick says.

The same pattern is true for patients who
undergo transplantation, says Mary Amanda
Dew, PhD, who is a professor of psychiatry at the
University of Pittsburgh Medical Center.

Before the transplant, there is a lot of stress for
patients and their families. “Nobody is really sure
if they are going to make it,” she says. “People
live in this limbo of not going to know what’s
going to happen. It goes on and on.”

Reality hits after surgery

Dew, who works with cardiovascular patients,
says she has studied depression in heart transplant
patients for 10 years. The emotions can continue to
work on the patient after surgery, especially after
the patient’s relief that he or she survived the pro-
cedure wears off.

“After the transplant, there is disappointment.
We’ve found that people come down off of a hon-
eymoon period,” she says. “People aren’t doing
as well as they thought they would do.”

And if the patients go on to develop depres-
sion, Dew says studies show they are more likely
to develop complications like cardiac allograft
disease. 

“That’s something seen across the board,” she
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(Continued on page 21)

Go the distance with
depression treatment
Patients may require long-term treatment

Clinicians who help patients with the dis-
ease say there’s more to the story than

recognition of symptoms, following up with
an evaluation for depression, and initiating
treatment according to established clinical
guidelines.

“If depression is recognized, one of the
most important problems is that it’s not
treated adequately,” says Mary Amanda
Dew, PhD, a professor of psychiatry in the
cardiothoracic division of the University of
Pittsburgh Medical Center.

Dew says patients may be given antide-
pressant therapy and may be responding
well to it, but treatment doesn’t last long
enough.

“Patients may be given medication for a
short period,” she says. “But research shows
using medication for a longer term may be
better.”

2 or 3 years of treatment may be needed

Primary care physicians may not keep
patients on drug therapy as long as a psy-
chiatrist would, she says, noting that often
maintenance therapy for two or three years
can be beneficial. Others add that the gener-
alist can do a lot to keep patients on the
right track.

“A lot of primary care physicians are quite
skilled at treating depression,” says Jeffrey E.
Kelsey, MD, PhD, assistant professor of
medicine and director of the Mood and
Anxiety Disease Clinical Trials Program at
Emory University’s department of psychiatry
and behavior in Atlanta.  ■
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says, noting it worsens the health status of trans-
plant recipients and bypass patients alike.
Complications have such a strong tie to depres-
sion, she says, that it is a powerful predictor of
physical morbidity. 

Heart failure symptoms can mask some indica-
tions of depression. For example, patients may
have less energy and probably can’t be as active
as they were when they were healthy. Those
changes in a person’s life could in time lead to
depression. But the signs that it’s developing,
such as fatigue or difficulty sleeping, may appear
to be just from the CHF itself.

“Probably, the question to ask is, ‘How is your
disease right now affecting your quality of life?’”
Heiney says. “Then listen for the responses you
get.”

Start looking for symptoms

If you begin to hear about vague pain, head-
aches, or sexual problems, start being suspicious.
After some digging, you may determine a few of
these symptoms are not indicating depression,
but these are good places to start. 

“Look if there are more complaints than
usual,” says Jeffrey E. Kelsey, MD, PhD, assis-
tant professor of medicine and director of the
Mood and Anxiety Disease Clinical Trials
Program at Emory University’s department of
psychiatry and behavior in Atlanta. “Where we
get a lot of hits are changes in sleep, appetite,
energy, concentration, or feeling blue.”

“Look for clusters of symptoms that are sud-
denly appearing,” Dew says. They can be both
somatic (such as eating and sleep habits) and cog-
nitive, such as sudden difficulty in decision mak-
ing, feelings of worthlessness, or thoughts that
they or their families would be better off if they
died. “Some people may show one type or the
other,” Dew says. “Look for both.” 

Kelsey notes that elderly people tend to com-
plain more about physiological symptoms than
psychological ones. But that doesn’t mean that
psychological ones aren’t there. In these cases, it
may help to talk with the patient’s spouse or
another family member to see if they have
noticed problems such as increased irritability
or changes in sleeping or eating habits. 

(See handout for caregivers, p. 20.) 
Fitzpatrick says he had a patient’s wife come 

to him to ask what could be wrong with her hus-
band. She said her husband seemed so down
after his surgery. 

The patient went through the surgery well and
made no complaints himself. His wife, however,
told Fitzpatrick he wasn’t sleeping well. He also
had lost his appetite and had anhedonia, or no
sense of pleasure in anything. With that informa-
tion, Fitzpatrick started the patient on antidepres-
sant medication, and he responded well. 

February 1999 / CHF DISEASE MANAGEMENT 21

Use patient’s spirituality
to fight depression 

Take advantage of a patient’s spirituality if
you know it’s important to them, says

Mary Amanda Dew, PhD, professor of psy-
chiatry at the University of Pittsburgh
Medical Center in the cardiothoracic division. 

Research shows a patient’s faith can help
buffer the emotional toll that chronic disease
can take. In turn, the boost can lead to better
outcomes. In addition, a patient’s spirituality
may also increase the number of contacts he
or she has outside the home.

“Many times health care professionals are
uncomfortable or don’t want to impose their
views on patients,” she says. “But allowing
patients to talk about it can be important.”

Ask about religious affiliations

It may be as simple as asking patients dur-
ing an office visit if they have any involve-
ment with a religious group.

“It will be clear if a patient doesn’t have it.
But if they do, I think health care people can
use that as another tool to keep involvement
up,” she says. 

A patient involved with a church or syna-
gogue may have friends there who can help
to look after them, run errands, and just pro-
vide ways to stay involved in the commu-
nity. They may tell you they can no longer
attend services because of their condition,
and that could be a clue to look out for
depression. 

Patients may mention, in passing, that they
have people praying for them and that may
be just the entry point needed to get patients
to tell you more.  ■

(Continued on page 23)
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CHF Resources for Your Review

✎✎ On-line

Try the search engine from the Department of Health and Human Services at
http://www.healthfinder.gov.

Typing “congestive heart failure” takes the user to more information, which you proba-
bly want to screen before giving to patients. Some publications it offers, such as
Congestive Heart Failure in the United States: A New Epidemic, include some information
that would be helpful to train office staff, pharmacists, and patient educators, but is
written in frank ways that some patients may find upsetting. For example, Congestive
Heart Failure states that half of CHF patients will be dead in five years, and it has chart
legends that refer to “CHF patients discharged dead.” 

Patients may get more use from the Web resource that appears, titled Facts about Heart
Failure, which is a reprint from 1997. Patients can find topics displayed as commonly
asked questions. This resource is written to address patients, directing them to do things
such as report any side effects to their physicians. There is a drug list with medications
and their common side effects, a glossary, and advice for making the most of a doctor
visit. It may generate questions and concerns, however, as it does talk about topics such
as increased risk of sudden death.

Nutrition information:
Try this Web site for comprehensive listings of the nutritional components of food:
http:// www.nal.usda.gov/fnic/cgi-bin/nut_search.pl. This Web site is produced by the
U.S. Department of Agriculture. It works like a search engine. Just type in the food you
want to study, note the size of the portion to consider, and get information such as fat
content, vitamins, potassium, sodium, and other nutritional values. 

✎✎ Journals 

A valuable resource is the article by Jay N. Cohn, MD, in the New England Journal of
Medicine on drug therapy and CHF management. It’s highly regarded by many sources
appearing in CHF Disease Management. (See: Cohn, JN. Drug therapy: The management
of chronic heart failure, N Engl J Med 1996; 335:490-498.) “It’s still valid,” says Cohn, who
offers advice on self-regulation of diuretics at home (see related story, p. 16).

✎✎ Books

Success with Heart Failure: Help and Hope for Those With Congestive Heart Failure, is now
available in paperback says author Marc Silver, MD, director of the heart failure insti-
tute at Christ Hospital in Oak Lawn, IL. (For more information, see CM, January 1999,
p. 1.) He notes this book, which he co-wrote with Jay N. Cohn, MD, may be useful for
patient education and is available through the Internet at Amazon.com. 



Dew has one more note about the patient’s
household caregivers: Keep an eye on the
patient’s family. You may need to assess if they
are showing
signs of depres-
sion, too. If so,
they may need
to be directed to
get help from
their physicians.

“The care-
giver and the
patient tend to
feed off of one
another,” she
says. It’s a big
problem to your case when caregivers, who are
usually under a lot of strain themselves, are the
one who give the patient daily medication. “If
they get depressed, they may not be able to do
what they used to do.” 

(See related story on another factor doctors
can use to help CHF patients, p. 21.) 

Start with basic questions

So the physician is asking questions about
quality of life, eating, sleeping, and overall mood
— and a patient shows signs that depression
could be a problem. “Chances are, you’ll want to
take a clinical history and evaluate specifically for
depression,” Heiney says.

The basics include asking about previous his-
tory with depression, suicide attempts (personal
or family members), persistence of feeling down
all day long and every day, and not enjoying
their usual activities. Most doctors are familiar
with this drill for patients who are not suffering
chronic disease, but it is still valid to CHF
patients as well.

“The yeses you get from these questions are a
major red flag,” she says. Then once the physi-
cian establishes the cause for depression and
determines depression does exist, patients can be
treated. 

“Whenever you see signs of depression, go
ahead and treat it,” Kelsey advises. Some treat-
ment begins at looking at the medication the
patient is taking already. Some drugs can cause
depression as a side effect, particularly ones that
have a long half life and tend to accumulate in
the body over time. 

Examples of drugs that could cause problems
are Benzodiazepines such as Valium, Dalmane

and Librium. If there are questions about drug
interactions, it’s a good idea to consult a pharma-
cist or a psychiatrist, he says.

“It used to be thought that beta-blockers could
cause depression,” Kelsey adds. “That’s probably
not the case.” If depression is not a result of the
medicine the patient is receiving, medication and
counseling can be prescribed. 

Heiney says the data show half of the patients
who suffer from depression are treated effec-
tively with antidepressants alone. The other half
may need a combination of antidepressants and
psychotherapy. 

According to Dew, studies show, in most cases,
that psychotherapy or support groups alone are
not enough to fight depression. Medication is
needed as well.

“Without that,” Fitzpatrick adds, “treatment is
not going to be as successful.”

Dew notes patients usually can tolerate the
newer medications, such as Paxil, because of
their lower profile for causing side effects. The
older medications, however, such as tricyclic
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antidepressants such as Elavil (amitriptyline)
often are contraindicated for heart patients.

In order to guide patients on where to go for
support, Heiney points out, it’s a good idea to
know about what’s going on in your particular
area. Find the support groups and where patients
can go for more information. Keep up on the hos-
pital-hosted patient programs, the groups that
meet there, and how to get your patients
involved. 

Search for support

Local chapters of national organizations such
as the American Heart Association also can put
patients in contact with information and support.
She says the United Way agencies often act as a
clearinghouse for information as well. Get on
their mailing lists, too. 

“A lot of people may not know they have help
right at their own back door,” Heiney adds. 

Also, take a look at what is available on-line.
If you go to http://www.healthfinder.gov, you
can find a wealth of information. It’s a search
engine available through the Department of
Health and Human Services. Type in “depres-
sion,” and you will find clinical guides and gen-
eral depression brochures that have been made
available through the Internet. (See list of help-
ful resources, p. 22.)

The clinician’s quick reference guide works
through either an interactive table of contents or
direct searching. The table of contents takes you
to a list of options: purpose and scope, guideline
highlights, a bibliography, and tables and figures.
The entire guide can be downloaded.

Note that the guideline is written to address
primary care settings in general and not specifi-
cally for CHF patients. Heiney notes, however, it
is a good outline to have.

The healthfinder site also includes links to Web
sites for organizations like the National Institute
of Health’s National Institute of Mental Health
and the National Foundation for Depressive
Illness Inc., in New York City.

If you direct patients to this search engine to
get printouts of information, be aware that they
may try to get some on their condition as well.
Typing in “congestive heart failure” summons a
lot of materials, but not all of it may be useful for
patient information. 

In fact, patients may be shocked at how bluntly
death from heart failure can be described. A word
(or two) of caution to them may be helpful.  ■
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CE objectives

After reading the February issue of CHF
Disease Management, the continuing

education participant will be able to do the
following:

• Recognize both standard and experimen-
tal uses of left-ventricular assist devices, or
LVADs, to date.

• Initiate and maintain home regulation of
diuretic use for appropriate patients.

• Understand underlying symptoms of
depression in CHF patients and recognize the
need to start treatment with antidepressant
therapy or a combination of medication and
psychotherapy. 

• Use a search engine to find on-line infor-
mation that could be helpful to both clinician
and patient.  ■


