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Measure/Parameter Monitoring Frequency Recommendations  
Weight and BMI1  At each visit • Review healthy weight maintenance and goals, and for those who require weight loss consider 

behavioral, medical, or surgical treatment options. 

Blood Pressure1 At least annually and at routine 

visits  
• < 140/90 for all patients and < 130/80 may be appropriate for those who are younger, on fewer agents, 

or at low risk for hypotension and side effects of therapy.  

Smoking1 Initially and then periodically • Assess smoking status and provide smoking cessation counseling and interventions if the patient is 

receptive. 

Weight Monitoring  At least weekly – done by the 

patient 
• Doctors should instruct patients to inform them of any unexpected weight gain. 

ACE I/ARB Use5 

 

 
 

Assess for need at all visits • Patients with CHF and decreased ejection fraction should have consideration for use of one of these 

classes of medications, but not both concurrently. 

• Patients on ACE inhibitors and/or  ARB medications should have routine electrolytes and renal 

function checked at least every 6 months and more frequently if medications are adjusted. 

Hydralazine and 

Nitrates5 

Assess for need at all visits • Recommended for African-Americans with NYHA Class III-IV CHF  

• May be useful in others who are unable to take ACE or ARB medications 

• Hydralazine and nitrates may be added to ACE and ARB inhibitors if symptoms are not adequately 

controlled. 

Beta-Blocker 

Therapy for LVEF4 

Assess for need at all visits • Patients with congestive heart failure and diminished ejection fractions should have consideration for 

use of a beta blockers. Those used in trials that have been shown to be beneficial to patients with 

diminished EF are carvedilol, metoprolol and bisoprolol. 

Diuretics5 

 

Assess for need at all visits 

 
• Recommended for patients with congestive heart failure and reduced ejection fraction and fluid 

retention. 

• Electrolytes and renal function checked every 6 months or more frequently if indicated, or with a dose 

change 

Aldosterone 

Antagonists3 

Assess for need at all visits • Spironolactone or eplerenone should be considered in patients with CHF and diminished EF 

• potassium levels and renal function at least every 3 months or more frequently in the case of medication 

adjustment. 

Aspirin and 

Anticoagulation Use5 

Assess for need at all visits 

 

 

• If  ischemic CHF, aspirin should be prescribed.   

• If atrial fibrillation, warfarin or a newer anticoagulant should be considered.   

• An anticoagulant can be used with aspirin, if clinically necessary. 

Left Ventricular 

Ejection Fraction 

(EF) assessment5  

Initial evaluation of EF when 

diagnosis of CHF is made 
• Periodic evaluations of left ventricular function should be documented:  echocardiography, nuclear 

scans, or left ventriculography during cardiac catheterization.  

• Routine repeat measurement of LV function assessment in the absence of clinical status change or 

treatment interventions should not be performed. 

Implanted Cardiac 

Defibrillator and 

Biventricular Pacing 

Evaluation5 

Assess periodically and 

measure duration of QRS 

complex  

• If LVEF under 35% and a life expectancy is not diminished by other co-morbidities, then  consider for 

ICD placement. Biventricular pacing could be considered for patients with prolonged QRS intervals.  



Measure/Parameter Monitoring Frequency Recommendations  
BNP Measurement5 Consider when making 

diagnosis of CHF or following 

results of therapy  

• Measurement of BNP can be helpful in establishing a diagnosis, a prognosis, or establishing disease 

severity in CHF. 

Psychosocial Issues  Routinely  • Screen for depression, anxiety (including heart disease related stress), eating disorders, cognitive issues 

and patient’s social situation.  Consider treatment, referral and social services consultation when 

appropriate. 

Vaccinations5 Based on Individual Schedules • Follow ACIP Guidelines 

Patient Education5 Initially at diagnosis and 

reassess needs periodically. 
• Provide education regarding etiology of heart failure, prognosis, exercise, nutrition, and 

weight.  Depending on the etiology of CHF, discuss family screening.  Emphasize importance of low 

sodium diet, avoiding NSAIDS, limiting alcohol and compliance with medication regimen.  

Cardiac 

Rehabilitation  

Assess for need at all visits • Consider referral to a cardiac rehabilitation program in the setting of CHF with diminished ejection 

fraction. 

Cardiovascular 

Specialist/PCP 

Integration5 

Assess at close of each visit 

 

 

• If suspected or newly diagnosed CHF or recent hospitalization for CHF, then should be considered for 

referral to Cardiologist. Scheduling an early follow-up visits within 7- 14 days of a hospital discharge 

and an early telephone follow-up within 3 days of discharge is suggested. 

• Patients with known CHF with worsening symptoms should be considered for referral to a 

cardiovascular specialist.   

• Patients with stable CHF should be seen and evaluated for appropriate preventive care and symptom 

control at least on a yearly basis Evaluation and optimization of preventive care can be assessed by a 

primary care physician, internist or cardiovascular specialist.   

• Infusion Centers can be used in patients to prevent recurrent hospitalizations and for patients refractory 

to maximum medical therapy. 

Functional Studies Not recommended on a routine 

basis 

 

• Tests such as ischemic evaluations can be done to assist in the diagnosis and management of CHF 

patients, but are not recommended routinely unless there is a change in status or a question of 

diagnosis.  Patients who have CHF on the basis of valvular heart disease may require more frequent 

evaluations to determine if intervention is needed. 
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