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Abstract

diuretics) were compared between visits.

Background: Due to a relative lack of outpatient heart failure (HF) clinical registries, we aimed to describe
symptoms, signs, and medication treatment among ambulatory patients with heart failure (HF) over time.

Methods: Using health records from 234 PINNACLE (Practice Innovation and Clinical Excellence) U.S. cardiology
practices (2008-2014), serial visits for patients with HF were characterized. Symptoms, signs, and HF medications
(angiotensin-converting enzyme inhibitors [ACEI], angiotensin receptor blockers [ARB], beta blockers [BB], and

Results: Among 763,331 patients with HF, 550,581 had 22 clinic visits < 1 year apart, with 2,998,444 visit pairs.

In the 12 months following an index visit, patients had a mean of 2.5 + 2.3 additional visits. Recorded index visit
symptoms ranged from dyspnea (53.6%) to orthopnea (23.1%); signs ranged from peripheral edema (52.2%) to
hepatomegaly (0.6%). Of those with ejection fraction < 40%, ACEl was prescribed in 58.6%, ARB in 18.5%, BB in
85.2%, and diuretics in 70.0%. Between-visit recorded changes were infrequent: dyspnea appeared in 3.8%, resolved

in 2.7%; NYHA class increased in 2.9%, decreased in 2.9%; number of signs increased in 6.0%, decreased in 5.1%;
ACEI/ARB or BB added in 6.4%, removed in 6.2%; diuretic added in 3.7%, removed in 3.8%. Changes in recorded
symptoms were rarely associated with initiation or discontinuation in HF medication classes.

Conclusions: Ambulatory HF care in U.S. cardiology practices seldom recorded changes in symptoms, signs, and
medication class. Although templated medical records and absence of medication dosing likely underestimated

greater symptom-based and therapy-focused visits.

the degree to which clinical changes occur over serial visits for HF, these PINNACLE data suggest opportunities for

Keywords: Ambulatory care, Drug therapy, Heart failure, Registries, Dyspnea

Background

The nearly 6 million Americans with heart failure (HF) ac-
count for more than 12 million physician office visits each
year [1-4]. From patient and clinician perspectives, these
medical encounters provide an opportunity to improve the
medical management of HE, which in turn has the potential
to relieve the symptoms of HE improve health-related
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quality of life, reduce hospitalizations, and prolong survival
[5-9]. Current clinical practice guidelines recommend the
serial optimization of HF medication therapies, involving
dose titration and monitoring to achieve maximum symp-
tom relief and medication tolerability [5, 7, 8, 10].

A number of patient registries have been established
to characterize patients with HF and the care received in
routine clinical practice. However, due to a variety of
logistical issues, they have been primarily limited to in-
hospital care, administrative billing data, or a small
number of sites, and thus have been unable to provide a
comprehensive look at ambulatory HF care across the
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U.S. [11-14]. The American College of Cardiology’s Na-
tional Cardiovascular Data Registry’s (NCDR®) PINNA-
CLE (Practice Innovation and Clinical Excellence)
Registry” is now the largest contemporary clinical data-
base of ambulatory cardiology care, which includes de-
tailed information on symptoms, signs, medication
prescribing, procedures, and outcomes from patients di-
agnosed with a variety of cardiovascular (CV) conditions
[15-19]. Using this emerging real-world ambulatory view
provided by the PINNACLE Registry, we sought to
characterize changes in recorded symptoms, physical
signs, and prescribing of medication classes across serial
ambulatory cardiology visits for patients with HF.

Methods

Study design

PINNACLE is the first U.S. national, prospective,
office-based, quality improvement registry for CV am-
bulatory care in the U.S. Participation is voluntary,
and data are routinely collected and submitted to the
American College of Cardiology’s NCDR from partici-
pating practices using paper-based chart abstraction
or a mapping algorithm from electronic health re-
cords [18]. The current study was a cross-sectional
analysis of patients >18 years of age enrolled in the
PINNACLE Registry with a diagnosis code for HF be-
tween May 1, 2008, and December 30, 2014. Included
patients had at least 1 pair of ambulatory visits less
than 1 year apart. Diagnosis of HF was defined using
PINNACLE Registry criteria of unusual dyspnea on
light exertion, recurrent dyspnea occurring in the su-
pine position, fluid retention, and low cardiac output
secondary to cardiac dysfunction; via the description
of rales, jugular venous distension, or pulmonary
edema constituted HF; or as a previous hospital ad-
mission with primary diagnosis of HF [20, 21]. The
first visit in the first pair of ambulatory visits was de-
fined as the index visit. Baseline characteristics were
assessed at the time of the first visit (index visit). To
assess changes in symptoms, signs, and treatment, all
subsequent visits following the index visit were com-
pared against the visit immediately prior if the 2 visits
were less than 1 year apart. Data were extracted dir-
ectly from the practices’ electronic health record or
via a paper-based reporting form. Data collection was
standardized using established definitions, uniform
data entry and transmission, and quality checks. In
addition, rigorous back-end data quality checks were
performed on the extracted data. Any data not meet-
ing predefined quality thresholds were quarantined
from analyses and flagged for manual review and
follow-up with individual practices [18]. Missing data
for any visit were handled using a last observation
carried forward approach, where available.
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Study outcomes

The primary outcomes of interest were the associations
between changes in the incidence of the signs and symp-
toms of HF and changes in medications at a class level.
The signs and symptoms of HF assessed included
changes in New York Heart Association (NYHA) func-
tional class, the presence of dyspnea and orthopnea, as
well as changes in the number of physical signs of HF
present, including rales, ascites, peripheral edema, hep-
atomegaly, third heart sound (S3 gallop), fourth heart
sound (S gallop), and jugular vein distention. Medica-
tions were classified as angiotensin-converting enzyme
inhibitors (ACEI), angiotensin receptor blockers (ARB),
beta blockers (BB), and diuretics.

Due to limitations in the granularity of medication
capture, loop diuretics, thiazides, diuretics, and min-
eralocorticoid receptor antagonists were grouped as a
single diuretics category during PINNACLE data collec-
tion. Therefore, MRA (spironolactone and eplerenone)
cannot be distinguished from other diuretics, including
commonly used loop diuretics (e.g. furosemide). Thus,
“diuretics” represents a heterogeneous class in this ana-
lysis. At each visit, patients were assessed for presence
or absence of a prescription for each of the 3 classes: 1)
ACEI/ARB, 2) BB, and 3) diuretics. Medication treat-
ment change between visits was classified into 1 of 3
groups: ‘increase’ (no to yes), ‘decrease’ (yes to no), or
‘no change’ in the number of HF medication classes pre-
scribed. Currently, PINNACLE data capture does not
allow for an analysis of HF medication dosing.

Data analyses
Demographics and clinical characteristics were represented
as means and standard deviations (SD) for continuous
variables and frequencies and percentages for categorical
variables. The association between treatment patterns and
change in HF symptoms and physical assessments was de-
scribed using percentages of treatment ‘increase; ‘decrease;
and ‘no change’ in HF symptoms and physical assessment
categories. Rate ratios for treatment increase and treatment
decrease were also calculated for patients with HF symp-
toms and physical assessment increase and decrease relative
to those with no change. The frequency of HF treatment
modifications in 1 year of follow-up after index, number of
subsequent visits after index per patient, and time between
2 consecutive eligible visits using mean, interquartile range,
and SD were also described. All analyses were then re-
peated and stratified by age group (<65 and =65 years),
and within the subset with reduced left-ventricular ejection
fraction (LVEF < 40%).

A number of key variables in PINNACLE had non-
trivial missing rates. To assess for potential bias, the
demographics and clinical characteristics of the visits
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included versus those of the visits excluded due to
missing data were described using means (SD) for con-
tinuous variables and frequencies (percentages) for cat-
egorical variables. In the sensitivity analysis to evaluate
the impact of potential bias due to missing values, we re-
peated the primary analysis using inverse probability
weighting, which assigned higher weights to visits that
were similar to those with missing values. The probabil-
ity weights were calculated from a logistic regression
model on the basis of patient demographics and clinical
characteristics. Data collection was standardized through
the use of standard definitions, uniform data entry and
transmission requirements, and data quality checks.

Results

Frequency of cardiology visits among patients with HF

A total of 4,713,004 patients were identified in the PIN-
NACLE Registry from 234 practices from May 1, 2008
to December 30, 2014. From 763,331 patients who had a
documented diagnosis of HF, 550,581 patients (72.1%)
from 224 practices had at least 2 ambulatory visits less
than 1 year apart. The total number of qualified visit
pairs was 2,998,444. The mean length of follow-up
per patient was 1.9 + 1.6 years. In the 12 months fol-
lowing an index visit, patients had a mean of 2.5+ 2.3
additional visits.

Findings at index visit

The baseline demographics and clinical characteristics of
the study population are presented in Table 1. The mean
(SD) age of the population was 69.7 (13.4) years, 45.1%
were women, and 87.4% were white. LVEF was available
in 52.2% of the patients; 26.1% of patients with an LVEF
measure had a LVEF <40% at the index visit. The most
common comorbidities were hypertension (82.2%)
followed by dyslipidemia (65.0%) and coronary artery
disease (60.9%).

Symptoms of dyspnea and orthopnea were reported in
53.6% and 23.1% of patients at the index visit, respect-
ively. Patients were predominantly in NYHA functional
class 1 (59.7%) at the index visit, with an additional
29.3% of patients in class 2. The most frequently re-
ported physical sign of HF was peripheral edema (52.2%),
followed by S, gallop (12.3%). At the index visit, an ACEI/
ARB or BB were not prescribed for 17.5% of patients;
68.8% were prescribed BB, 43.6% were prescribed ACEI,
and 20.7% were prescribed ARB; 47.3% of patients were
on a combination of an ACEI/ARB plus a BB and 35.1%
were on either an ACEI/ARB or a BB. Diuretics were
prescribed for 56.4% of patients.

A number of variables in PINNACLE had a significant
proportion of missing data across visits: NYHA (66.1%
missing), dyspnea (17.1% missing), orthopnea (11.4%
missing), and any of the 7 physical signs, including rales,
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peripheral edema, S3 gallop, S, gallop, ascites, hepato-
megaly, and jugular vein distension (35.0% missing).
However, the results of sensitivity analyses were consist-
ent with the primary analyses, highlighting that the
missing data in the PINNACLE Registry were likely
missing primarily at random (data not shown).

Changes in symptoms, signs, and medication prescribing
Changes in HF symptoms and signs (increase or de-
crease) at clinic visits were infrequently reported (per-
cent of patients): dyspnea appeared in 3.8% and resolved
in 2.7%; NYHA class increased in 2.9% and decreased in
2.9%; and number of signs increased in 6.0% and de-
creased in 5.1%. Changes in HF medication classes were
also infrequent: an ACEI/ARB or BB was added in 6.4%
and removed in 6.2%; a diuretic was added in 3.7% and
removed in 3.8% of patients.

In the 12 months following an index visit, patients had a
mean of 0.3 +0.63 HF drug class modifications (i.e., drug
class addition or removal). Changes in symptoms and signs
of HF were infrequently associated with a change in HF
medications (Table 2). For example, an ACEI/ARB or BB
was added in 15.0% of visits where dyspnea appeared and
removed in 18.7% of visits where dyspnea resolved; a diur-
etic was added in 9.1% of visits where dyspnea appeared
and removed in 10.3% of visits where dyspnea resolved.
Changes in medication treatment patterns associated with
changes in other signs and symptoms followed a similar
pattern (Table 2). Rate ratios tended to follow a pattern that
indicated an increased frequency of the addition of a medi-
cation class associated with symptom or sign worsening
and a decreased frequency of the addition of a medication
class associated with symptom or sign improvement, com-
pared with no change in symptoms or signs (Table 2).

Patients with LVEF < 40%

For the 75,107 patients with an LVEF <40%, baseline
demographic and clinical characteristics were similar to
the overall study population; however, there was a
greater percentage of men in the LVEF <40% subgroup
(69.1% vs 54.9%). Patients with LVEF <40% and available
data were mainly NYHA functional class 2 (46.5%) or 1
(29.0%) and more likely to be prescribed HF medica-
tions: BB (85.2%), a diuretic (70.0%), an ACEI (58.6%), or
an ARB (18.5%) (Table 1).

Consistent with the results of the overall study popula-
tion, patients with LVEF <40% also rarely reported
changes in symptoms and signs of HF or in HF medica-
tion class, with the majority of patients reporting no
changes after the index date (Table 3). The rate ratios
for treatment increase or decrease associated with
changes in HF symptoms and signs followed a similar
pattern as that observed for the overall population
(Table 3).
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Table 1 Baseline patient demographics and clinical characteristics
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OVERALL STUDY POPULATION
(n=550,581)

Patients with
Data Available

Patients with LVEF < 40%
(n=75,107)

Patients > 65 Years of Age
(n=374,580)

Age, yrs

Sex

Men

Race
White
Black
Other

Ethnicity

Hispanic

Comorbidities
Hypertension
Dyslipidemia
Coronary artery disease
Atrial fibrillation/flutter
Type 2 diabetes

Previous myocardial infarction

Stable angina

Peripheral arterial disease

Stroke/transient ischemic attack

Ischemic stroke
Unstable angina
NYHA functional class
1
2
3
4
Symptoms
Dyspnea
Orthopnea
Systolic BP, mm Hg
Diastolic BP, mm Hg
Heart rate, bpm
Physical signs
Rales
Ascites
Peripheral edema
Hepatomegaly
S; gallop
S, gallop
VD
BMI, kg/m?
Tobacco use

Never

69.7 £ 134

54.9%

87.4%
10.1%
2.5%

1.9%

82.2%
65.0%
60.9%
34.2%
28.1%
21.7%
11.5%
10.8%
6.1%

2.5%

24%

59.7%
29.3%
10.0%
1.0%

53.6%
23.1%
1277 £195
732x116
729+136

4.9%
0.8%
52.2%
0.6%
6.9%
12.3%
6.8%
308+96

40.1%

100%
99.7%

42.5%

93.7%

92.5%
86.9%
93.9%
92.0%
94.4%
86.8%
86.7%
87.9%
77.6%
36.5%
96.1%
32.0%

85.7%
88.7%
93.0%
93.0%
86.6%

86.2%
92.9%
77.2%
96.1%
91.8%
89.1%
91.8%
74.3%
52.1%

68.6+13.1

69.1%

86.3%
12.0%
1.7%

2.2%

77.1%
68.6%
70.7%
35.8%
30.7%
31.4%
11.2%
11.4%
5.8%

2.5%

24%

29.0%
46.5%
22.3%
2.3%

574%
24.5%
1218+ 190
717118
741 +£136

6.2%
1.1%
54.2%
1.0%
8.6%
11.6%
8.4%
299490

343%

770£76

53.2%

91.1%
6.7%
2.2%

1.8%

84.7%
68.4%
65.3%
41.2%
28.2%
22.4%
12.5%
12.4%
7.1%

2.9%

2.5%

54.0%
33.1%
11.8%
1.1%

55.2%
23.3%
1281194
713+109
720+132

5.7%
0.8%
53.4%
0.6%
7.3%
12.8%
7.2%
296+90

40.0%
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Table 1 Baseline patient demographics and clinical characteristics (Continued)

Page 5 of 11

OVERALL STUDY POPULATION

Patients with

Patients with LVEF < 40%

Patients > 65 Years of Age

(n=1550,581) Data Available (n=75,107) (n=374,580)
Current 14.4% 17.0% 11.2%
Quit within 12 months 33% 4.0% 32%
Quit more than 12 months ago 42.1% 44.7% 45.7%
LVEF 52.2%
250% 58.3% 60.5%
40-49% 15.6% 15.5%
<40% 26.1% 100% 24.0%
Treatment 100%
ACEI 43.6% 58.6% 42.3%
ARB 20.7% 18.5% 22.1%
BB 68.8% 85.2% 70.0%
Diuretic 56.4% 70.0% 60.0%
Medical procedures/ devices
PCl 1.0% 70.1% 1.3% 1.0%
Pacemaker 9.2% 352% 24.1% 10.1%
CRT-D 9.5% 34.9% 24.4% 104%
ICD 11.1% 34.8% 29.7% 11.5%

ACEl angiotensin-converting enzyme inhibitor, ARB angiotensin receptor blocker, BB beta blocker, BMI body mass index, BP blood pressure, bpm beats per minute, CRT-D
cardiac resynchronization therapy plus defibrillator, ICD implantable cardioverter defibrillators, VD jugular vein distention, LVEF left ventricular ejection fraction, mm Hg
millimeters of mercury, NYHA New York Heart Association, PCl percutaneous coronary intervention, S; third heart sound, S, fourth heart sound, yrs. years

Patients <65 and > 65 years of age

For the 374,580 patients > 65 years of age, with the ex-
ception of age (mean [SD]: 77.0 £7.6 years), baseline
demographic and clinical characteristics were analogous
to the overall study population. Changes in the prescrib-
ing of HF medication were similarly rarely observed irre-
spective of age. For patients <65 and > 65 years of age at
index, the rate ratios for treatment increase or decrease
associated with changes in HF symptoms and signs
followed a similar pattern as that observed for the over-
all population (Tables 4 and 5).

Discussion

For patients with HF, the frequency of cardiology clinic
visits, changes in symptoms and signs between visits,
changes in HF medication class prescribing patterns at
visits, and the relationship between them has not been
previously described across the U.S. ambulatory cardi-
ology setting. The current study found that the majority
of patients with HF had 2 or more cardiology clinic
visits in a year. Health records from these visits rarely
recorded changes in dyspnea, orthopnea, NYHA func-
tional class, or physical signs between visits. Further, HF
medication class modifications were infrequent. Al-
though predictable associations between changes in
symptoms/signs and drug therapy were observed, particu-
larly the addition of medication with increases in dyspnea
and vice versa, the absolute rate of initiation and

discontinuation of drug classes was small. This apparent
lack of major HF treatment modification during ambula-
tory visits (recognizing the limitations of health record
data generally and the absence of medication dosing here
specifically) is a finding that warrants further investigation,
either as a potential opportunity to more proactively
optimize HF medication prescribing at cardiology visits
(particularly in the HF population with reduced LVEF) or
as an opportunity to reduce some routine follow-up visits
in the absence of clinical change.

The vast majority of real-world HF data have been col-
lected from inpatient settings, including the hospital-
based registries such as the Organized Program to Initi-
ate Lifesaving Treatment in Hospitalized Patients with
Heart Failure (OPTIMIZE-HF) [11] and Get With The
Guidelines’-Heart Failure (GWTG-HF) [14]. Ambulatory
data have primarily been collected from randomized
controlled trials, with limitations in external validity due
to narrow inclusion criteria and algorithms for medica-
tion management [18, 22, 23]. A real-world ambulatory
evaluation of care for patients with HF was provided
through Improve the Use of Evidence-Based Heart Fail-
ure Therapies in the Outpatient Setting (IMPROVE-HF)
[12, 19, 24], but those data represented a narrow cohort
of participating centers and are becoming increasingly
dated. PINNACLE represents the largest ambulatory
data available for Americans diagnosed with a variety of
CV conditions (coronary artery disease, hypertension,



Page 6 of 11

Allen et al. BMC Cardiovascular Disorders (2018) 18:80

(uorsualsip uIaA JeINBNf ‘punos Leay yunoy ‘punos ueay paiyl ‘Alebawoledsy ‘ewspa [essyduad ‘saadse ‘sajes) 3|qissod /£ 4o N0 Judsaid JH yo subis [edisAyd Jo saquunu ur sabuey),

POAIDSQO D19M PAUIWISISP 3 10U PINOD eyl sabueyd uialied Juswileal) Jo Jaquinu j[ews e se 9001 01 dn ppe 1ou op sabejuadiad moy,

susiA Juanedino ABojoipaed st 3|gel ay) Inoybnoayl sisjeue Jo uung

(se1desay) dnaInIp pue ‘gg ‘gyy ‘|3DV) $9sse|d uonedipaw JH Jo Jaquinu ul abueyd ou, 10 ‘(ou 01 sak) ,aseaidep, ‘(soA 01 ou) ,9seadul, :salobaled € Jo | ojul padnoib asam sulsnied Juswiesl],
uoNeIDOSSY LBIH YIOA MIN YHAN ‘19%20]q 19q gg ‘419x20|q J01dadai uisuaroibue gyy ‘10uqiyul swAzus buiueAuod-uisualolbue |30y

92U0 Uey) aJow pajudsaldas usyo syuaned jenpiaipul ‘sbunied JsIA = N

Oer'vg =)

€cC 60 1’8 8'88 3 €c¢ 60 I'el LI'L8 14 9583153
(€90'99%'L = u)

- - 9¢ 6'C6 Se - - 86 8/8 19 sabueyo oN

(SOv'66 =U)
60 S¢C ¥'e 8/8 '8 o0l L'¢ 09 £08 6l 9Sea.ioU|
% ‘subis Ul sabueyd

(08l'6€ =)

I [0 €8 768 ST [T 90 9L 86/ g€ OU 03 SIA
(1€5'9p = U)

- - L€ 976 /€ - - 66 9/8 €9 abueyd oN
(LgS'or =U)

L0 4 LT 068 €8 80 €T 9% £08 ad seh 01 ON
2% ‘sbueyd esudoyuQ

(9eg'€9=1)
6C 80 €0l 0/8 ¢ 143 L0 L8l 99/ 4% OU 03 SoA

(60677 =)
- - se 0'€6 € - - s 788 09 sabueyd oN

(¢L6'06 =)
60 9¢ 0€ 648 L'6 ol S¢ [ S6L 06l sak 01 oN
9% ‘sbueyd esudsAg

(theve =)

Tl gl a4 168 65 €l €l 6/ L'¥8 S/ asea1daQ
(19568, = )

- - 8¢ 66 43 - - 19 [18 66 sobueyd oN
(cer've =)

L vl 9Y 016 vy Tl €l L 18 8/ 3seady|
2% ‘abueyd ssep YHAN

95e3109(] 95e3.DU| 95e3109(] 95ea.dU|
AVEVHIESTTE wawIeal | (€ol'sLL=u) (8v/'1LL'T=U) (€65'LLL =U) AVEVHIEITE AEN = (L2998l =U) (/v0'L 19T =U) 4OL5'€6L =)
10} oney a1ey 10} oney a1ey ON 01 S9A sabueyd oN SO\ 01 ON 10} oney a1ey 10j oney a1ey 952109 sabueyd oN EN:EIRl]]
MCEQD_DV suis1led Jusuwieal| mAmm_ 10 ;mx< ;_mu,& sula1led Juswieal |

sbunled 1siA Ag sulaiied jusuiieasn pue subis pue swoidwiAs 44 jo diysuoneey g sjqeL



Page 7 of 11

Allen et al. BMC Cardiovascular Disorders (2018) 18:80

(uosua3sip uiaA Jenbnf ‘dojje6 punos ueay yunoy ‘dojef punos 1eay payy ‘Alebawoleday ‘ewapa [esayduad ‘saudse ‘sajes) 3|qissod £ Jo Ino Judsaid 4H Jo subis [edishyd jo Jaquinu ur sabueyd,,
POAIDSCO DJ9M PAUIWLLIRISP 3 10U PINOd 1ey) sabueyd uislied JuswWIeaI] JO JaqUINU [jews e e 9001 01 dn ppe Jou op sabejuadiad moy,

susiA Jusnedino ABojoipaed s 3|qel ay3 Inoybnoyy siskjeue jo un,

(so1desay) dnaInIp pue ‘gg ‘gyy ‘|3DV) S9Sse|d uonedipaw JH Jo Jaquinu ul ,abueyd ou, 1o ‘(ou 01 sak) ,asea1d9p, ‘(s9A 01 ou) ,aseadul, :saLobaled € Jo | ojul padnoib asam sulanied Juswieal],

uoldel) U033 JBINDLIIUSA-YI| IAT ‘UOIRIDOSSY HEe3H MIOA MIN VHAN 49%20]q e19q gg “49%d0|q J03dadal uisualolbue gyy ‘Jonqiyul swAkzus Buniaauod-uisualolbue 3oy

9OU0 eyl dI0w pajuasaldal ualyo siuaned jenpialpul ‘sbunied UsIA =N

(ceT'gL =u)
¥l 60 61 g6 €e gl 60 98 G'S8 SS asealdad
(eve'sLz=u)
- - ¥'e L'e6 e - - L'S 88 6'S sabueyd oN
(P9 =U)
ol LT Ge 0/8 96 [ ¥'C €9 vel ol 9SeaioU|
% ‘subis Uy sabueyd
(6592 =U)
¥l 80 St L6 8¢ Sl L0 '8 €/8 1474 OU 01 S9A
(FeL/'eor =u)
- - €¢ 0¢6 L'e - - L'S 1’88 09 sabueyd oN
(0cz'oL=u)
80 ¥ 8¢ 588 /'8 80 a4 St 08 el S9k 01 ON
% ‘sbueyd esudoyuQ
(9zocl =)
9l 80 [ [ads) LT a4 L0 9Ll 8¢€8 1974 OU 01 S9A
(0cl'ser=u)
- - e £¢e6 9¢ - - 'S 988 8 sobueyd oN
(€€807 =)
60 9¢ 8¢C 088 6 60 N4 8t 708 Syl SoA 01 ON
9% 'abueyd eaudsAQ
(0/€8=U)
[ ¥l L'e 616 34 cl ¥l I’z 1’68 L1 95ea129(
(108951 =U)
- - ge g6 €€ - - 09 £88 GS sabueyd oN
(¢syg=u)
L'l 6'l oY 868 1’9 €l gl 8/ 8'¢8 '8 aseanuy|
% ‘abueyd ssep YHAN
9582109 JUSWIRSI]  9SeRDU| JUSUARRL  (9/76L=U)  (S58/ES=U)  (SLO'TC=U)  9SBaIDSQ IUSWIRDI  Sseanujusuiedl]  (L60YE=U)  (LLEL0S=U)  4B/V'9E=U)
10} opey a1ey 10} oney s1ey ON 0} S9A  sabueyd oN S9A O} ON 10} oney ey 10} oney ey aseana sabueyd oN 35e3.0U|

(2113INIQ) suIaNed JUSWILI |

,(99 10 ‘gyy ‘3DV) suisled Jusuneai|

%07 > 43IAT YHM siuslled € a|qeL



Page 8 of 11

Allen et al. BMC Cardiovascular Disorders (2018) 18:80

(uoisuisip uian Jenbnf ‘dojef punos uiesy yunoy ‘dojjeb punos ueay paiy ‘Alebaworeday ‘ewaps [essydiiad ‘s3udse ‘safed) 3|qissod £ Jo Ino Juasaid 4H Jo subis [edisAyd jo saquinu ur ssbuey),,

POAIBSCO 249M PAUIWLISIBP 3 10U PINOd Jeyl sabueyd uidlied Juswileas] JO JaqUINu [jews e se 900 01 dn ppe jou op sabejuadiad moy,

SHsIA Juanedino ABojoipaed si 3gel Y Inoybnoayy siskjeue Jo Jun,

(so1desay) dn2aNIg ‘pue ‘gg ‘gyy ‘|3DV) SISSE|D uonedIpaw 4H Jo Jaquinu ui abueyd ou, Jo ‘(ou 01 saA) ,asea.d9p, ‘(s9A 01 ou) ,asealdul, :sal0ba1ed 99Y) JO duUo olul padnoib asam sulsnied Juswieal],
UONRIDOSSY 1LEdH YIOA MON VHAN ‘49%20|q 19 gg 49320|q J01dadai uisualolbue gyy ‘Jolqiyul awAzus buiisauod-uisualolibue [0y

(€29'lc=U)
[ ol LL 1’68 ce [44 0l el 018 €9 9582139
(¢ol'8cy =u)
- - ge e6 €e - - g's 6'/8 9 sabueyd oN
(689'G¢=U)
0l 144 e /88 6/ 0l 0¢ LS 1’18 8¢l osealdu|
006 ‘subis U sebueyd
(6786 =)
6l 80 0L 1’06 6'C 144 L0 g€l 1’18 Y OU 0} S9A
(188'6CL =U)
- - L'e 6'C6 ge - - LS §'/8 59 sabueyd oN
(€067l =U)
80 6'l 6¢C 706 L9 60 6l 61 ¥'e8 €l s9A 01 ON
% ‘sbueyd esudoyuQ
(r0'LL=U)
8¢ 60 96 §'/8 (029 €¢e 80 L1 0L 0s OU 01 S9A
(605'599 =u
- - e €¢6 €e - - €S 88 9 sabueyd oN
(06557 =U)
60 144 L'e 1’68 8L ol €cC €S €08 ovl sak 01 ON
% ‘abueyd esudsAg
(SShL=u)
€l Sl 8 £06 Sy L €l [ ¥8 €8 9seald9d
(OL6LyT=U)
- - L€ €¢6 o€ - - 6'G 9/8 9 sabueyd oN
(#099 =)
L'l 0¢ [4% 868 6'S ¥l el 08 €8 8 95ea.0U|
1% ‘abueyd ssep YHAN
95eaUD9(] JUSWIe)|  9sealdu|Juswies|  (€/gce=U)  (985'708=U)  (9T€0E=U)  9Seald9Q JUsudleal]  Sseaduluswieal]  (809'LS=U)  (LLEWSL=U)  400l'LS=U)
10J oney a1ey 1oj oney a1ey ON 01 S9A  sabueyd ON SSA 01 ON 10} oley ey 10} oney a1y aseanag  sebueyd oN 9sealnU|

L(013INIQ) suiened USRI |

.99 10 ‘gyy ‘3DV) sulslled Jusunesl|

obe Jo sI1eak 595 Ssyudned t |qeL



Page 9 of 11

Allen et al. BMC Cardiovascular Disorders (2018) 18:80

(uorsuaisip uiaA senbnf ‘dojjeb punos ey yunoy ‘dojjeb punos ueay paiyy ‘Alebawoleday ‘ewaps [esayduad ‘saydse ‘sajel) s|gissod £ Jo o Juasaid JH Jo subis [eaisAyd Jo saqunu ur sabueyd,
PaAISSQO 219M PAUIWLISISP 3 10U PINod eyl sebueyd uianed juswieal) Jo Jaquinu jjews e se 95001 01 dn ppe 1ou op sabejuadiad moy,
susiA wuanedino Abojolpied si ajgel ay1 Inoybnoiyy siskjeue jo ning
(se1desay dnaINIp pue ‘gg ‘gyy ‘|3DV) S9sse|d uonedipaw 4H Jo Jaquinu ul abueyd ou, 1o ‘(ou 01 sak) ,aseaidsp, ‘(saA 01 ou) ,esea.dul, :salobaled € Jo | ojul padnoib aiam sulsnied Juswieal],
Uo1eIDOSSY 1BSH YIOA MON VHAN “4920|q 19 gg ‘4aX20|q Joidedal uisusrolbue gyy ‘10lqiyul dwAzus bunisauod-uisusiolbue 7oy
92U0 uey) aJow paruasaidal uayo swusned jenpiaipul ‘sbulied siA =N

(€08'79=U)
[ 60 €8 988 S €C 80 gel '8 'S aseaidsd
(106',€0'L = V)
- - L€ 86 Se - - 6'S 8/8 19 sobueyd oN
OLL'ze =)
ol 9¢ Se S/8 06 0l e 19 508 o€l 95ea.dU|
% ‘subis U sabueyd
(lsg'6c=u)
€¢ 90 88 688 ' 8¢ 90 891 Y6/ ge OU 01 SoA
(6£7/90/'L = U)
- - 8¢ Se 8¢ - - 09 9/8 [4° sobueyd oN
(8z9'ce =)
L0 ' 9¢ 588 06 80 SC Sy 008 49! SaA 01 ON
2% ‘sbueyd esudoyuQ
(¢6/'9t =)
o€ L0 901 698 SC e L0 L6l 9/ 'y Ou 01 SoA
(00r'6/5'L =U)
- - Se 86 9¢ - - LS 88 6'S sabueyd oN
(c8e'59=U)
80 LC 6C §'/8 96 60 9¢ 'S 6/ €61 soA 01 ON
% ‘sbueyd esudsAg
(L9691 =)
'l €l S I'l6 44 cl €l [ 618 9L asealdd
(1S9'L¥S =u)
- - 6'¢ L'T6 e - - 9 /L'/8 8 sabueyd oN
(8€9'/1 =U)
'l L'l Sy 968 6'S €l €l 6L 78 €/ 9sealou|
1% ‘sbueyd ssep YHAN
9sealo9(] JUswieal|  aseaidu| luswiieal]  (0£878=U) (Z91'696'L =U) (/97'Ig=U) 9Seaud9( Juswiieal]  9Seaidu|jusuiIeal]  (6LO'SSL =U)  (9/9'9G8'L =U) g@gom_ =)
104 ol1ey 21eY 10} oley a1y ON 01 S9A sobuey) oN SSA 01 ON 10} oley a1y 10} oley ey EN-ETENg| sabueyd oN EN=ETelN]]

L,(213INIQ) susRIed USRI |

.(89 10 'ggy ‘13DV) swened Juswieal|

obe Jo sieak 69 < siusned § djqel



Allen et al. BMC Cardiovascular Disorders (2018) 18:80

HE, and atrial fibrillation) from outpatient practices
across the U.S. [19]. Here, the PINNACLE Registry has
provided preliminary insights into what occurs at ambu-
latory cardiology visits for patients with HF.

Adherence to treatment guidelines has been shown to
improve outcomes of patients with HF, including health-
related quality of life. Poor health-related quality of life
has been associated with many factors including greater
symptom burden in patients with HF [7]. A patient-
centered focus on symptom deterioration may facilitate
more rapid and adequate care and reduce the need for
hospitalizations [8, 25]. In the current study, a lack of
change in the index HF treatment was most often ob-
served in the presence of worsening symptoms and signs.
Previous studies have reported various rationales for not
modifying treatment patterns in accordance with HF
treatment guidelines, including medical reasons (e.g., tol-
erability) and human reasons (e.g., clinical inertia, patient
preferences) [26]. Studies have also found lack of adher-
ence to HF guidelines may more often be seen in older pa-
tients or those with comorbidities, due to concerns with
clinical complexity of treatment and limited potential ben-
efits for these patients [27]. Because of the nature of PIN-
NACLE data, we are unable to comment on the reasons
here, other than to say that these patterns were seen
across LVEF and age groups. Future research could exam-
ine the association of dosage regimen optimization with
symptom control to inform clinical practice.

A number of limitations with regard to the current
study should be considered. Because indications for BB,
ACEI, ARB, aldosterone antagonists, and newer agents
are all dependent on LVEF, the lack of LVEF data in nearly
half of patients limits the analysis. Fortunately, with the
large sample size in PINNACLE, we were able to look at
the subgroup of patients with HF with reduced LVEF and
found that medication changes in this group were simi-
larly low. The loss of detailed medication information
when data were transformed for analysis (i.e., type of diur-
etic and dosage information) significantly limited the abil-
ity to understand the scope of therapy adjustments
occurring at clinic visits [18, 28, 29]. For example, a pa-
tient could have her furosemide dose increased and spir-
onolactone added, but these medication changes would
still be classified by PINNACLE as “unchanged” diuretic.
PINNACLE data capture does not allow for an analysis of
HF medication dosing. Continuous advances in the inter-
face and processing of electronic health records within
PINNACLE are ongoing and should improve medication
data capture in the future. Finally, outpatient cardiology
practices voluntarily participating in the PINNACLE
Registry may not optimally represent practice patterns
across the U.S.; however, the characteristics of practices
and patients in PINNACLE have been shown to mirror
the broader U.S. cardiology ambulatory population.

Page 10 of 11

Conclusions

Serial ambulatory HF visits in U.S. cardiology practices
were common and rarely involved changes in symptoms
and signs. HF medications were seldom added or removed
at a class level. These findings may suggest opportunities
for more proactive medication class optimization or, alter-
natively, for more symptom-based visit scheduling.
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