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Conversations to Be Had: Tackling the 
Difficult Topic of Advance Care Planning

and temporary. We all Life is precious a
pe death, but no one know we can’t escap
it. Life is also full of ups wants to think about 
ll dream for a peacefuland downs, but we al
great unknown, if we transition into the g

In reality, no matter ever think about it. 
misery we might be inhow much pain or m
nt, most of us would at any given momen
nking or planning for much rather be thin

n our end of life, much anything other than
might happen leading less about what m

t. The overwhelming up to that moment
believe it is importantmajority of people b
loved ones about theirto speak with their l
life, but only a third wishes for end of l

such a conversation.might actually have 
so great that everyone Fear of death can be 

getting it over with; the talks about quickly ge
g prolonged associated thought of anything 

tages of life or actual with the terminal st
nful psychologically.death is very pain

Many people tend to delay this as long as 
they can, despite there being a plethora
of information available freely in print 
and on the internet about advance care 
planning as well as different options that 
can help people understand what different 
medical interventions would mean along 
with their risks, benefits and alternatives. 
This eventually creates issues down the 
line, not only for people themselves, but 
the family members or friends who might
be burdened with making very hard 
decisions for their loved ones. 

Advance care planning involves laying 
down a general guideline about what 

might be acceptable to a 
person under various life-
altering or life-threatening 
circumstances, particularly
if a person is unable to 
make those decisions at 
the time or communicate
them effectively. This would 
give a better understanding 
to the team of healthcare 
professionals who might 
be coming in contact with 
the person under less than 
ideal circumstances. Ideally,
these decisions would be best 
made while the person is still 

healthy and able to clearly communicate 
their wishes to their family, friends or 
other trusted well-wishers (in some cases 
a state appointed guardian). However, 
many times these decisions are only made 
during periods of extreme physical and 

emotional stress. While such decisions are 
no less valid, they can often lead to more 
confusion and wastage of precious time, 
which would otherwise be spent healing. 

Under ideal circumstances, advance
care planning would involve picking 
out a trusted person who could act as a 
healthcare surrogate or power of attorney 
(not to be confused with a financial 
power of attorney - this is a common
misunderstanding that people have, 
leading to confusion as well as frustration
for the designated person when the time
comes). A detailed and frank discussion 
about a variety of topics is highly 
encouraged, including but not limited to: 

the aggressiveness of medical 
interventions

the duration of medical 
interventions

options for long term care, 
including settings for provision of 
care

organ donation if able

getting other affairs in order

While having the above conversation is 
very important, it must be noted that this
might be a series of conversations which 
might come in stages, and more than likely 
in a disorderly fashion. Equally important 
is taking the time to put these wishes in
writing and having the document properly 
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notarized to ensure the authenticity of the 
contents and that they are not made under 
duress. While these documents need to be 
shared with the patient’s medical team, 
so long as the person is capable of making 
decisions and able to communicate, the 
decisions can be adjusted to reflect their 
wishes. It is only when people are unable 
to do so that the living will or advance 
directives can help guide the medical team, 
the person’s surrogate, and other loved ones 
through that person’s wishes.

Thus far, most of the above activity 
does not require the expertise of the 
physician or other healthcare providers. 
But this is where Family Physicians and 
other members of the healthcare team can 
help emphasize the importance of looking 
to advance care planning and putting a 
plan in place, especially from the medical 
standpoint. Regardless of whether Family 
Physicians are able to maintain continuity 
of care and hence have a better chance 
of developing a rapport with patients and 
their families, or come in contact in an 
episodic manner, every encounter can be 
used to help highlight the importance of 
advance care planning. While the number 
of tasks needed to get done in any office visit 
or other encounter continues to increase 
in a limited amount of time, creating 
an open environment where people can 
ask questions and start the conversation 
can have long term benefits. Having 
information about advance care planning 
in the waiting area might be helpful at 
times. Breaking it down in simple language 
and trying to explain complex medical 
actions and terms that are involved in 
cardiopulmonary resuscitation can be 
hard, and patients might need multiple 
encounters to gradually understand (not 
an easy task while focusing on the primary 
medical reason for the visit). Many of the 
misconceptions can be addressed in these 
encounters as well. 

Larger medical centers or more urban 
areas might have access to an inpatient 
or outpatient palliative care service, 
and referrals can be made to them if 
appropriate. These are very helpful in 

reiterating the broader picture which 
can sometimes get missed when people 
have multiple specialty appointments 
focused on various aspects of care, and 
information conveyed to people by their 
loved ones can be misinterpreted. Most of 
the counties within the commonwealth 
are covered by one or more providers of 
hospice services. While there can still be 
a stigma attached to the term “hospice,” 
the number of services they provide, the 
type of care and support they provide to 
both patients and their loved ones (with 
bereavement services for up to 13 months 
after the person’s death), the diagnoses they 
can work with and different settings where 
they can provide their services (home, long 
term care facilities or inpatient facilities) 
can provide people and sometimes even 
healthcare providers with much needed 
support when trying to transition people 
to a dignified and comfortable existence in 
the final stages of life if possible. 

Since 2015, Kentucky has joined several 
other states in enacting its version of 
the Physician Orders for Life Sustaining 
Treatment (POLST) paradigm by approving 
the Medical Orders for Scope of Treatment 
(MOST) toolkit, which was passed by the 
legislature in 2015 and signed into law in 
2016. This is more definite and direct than 
an advance directive or a living will since 
this creates a direct set of orders from the 
person’s primary physician to the rest of the 
medical team about whether they agree to 
undergo cardiopulmonary resuscitation 
including chest compressions, electric 
shock (in case of shockable rhythms), 
administration of medicines to revive 
the heart, and endotracheal intubation 
(or other advanced airways) along with 
being placed on a ventilator. While 
these resuscitative efforts are usually 
done simultaneously, lay people may 
have misconceptions about picking and 
choosing and might need guidance about 
the role played by each action. 

The form also addresses whether 
intravenous fluids are acceptable to a 
person or not, whether artificial nutrition 
either by enteral or parenteral routes is 

acceptable, and whether there needs 
to be a time duration attached to this 
option. Antibiotics remain another area of 
discussion in the form. The form is meant 
to be reviewed by the patient and the 
primary care provider and signed annually 
to ensure there are no changes to the plan. 

Other things to be considered that are 
currently not a part of the form (without 
making the list exhaustive) are blood 
transfusions, renal replacement therapy 
(dialysis) and placement of pacemakers or 
defibrillators. People might not be able to 
answer these questions in single sitting, 
but at least it makes them start thinking 
about what usually are the most important 
things never discussed. 

Comfort care - what it might entail, 
differences between the goals of full 
medical interventions versus comfort 
care, etc - is an important conversation as 
well, along with discussion of the variable 
duration that different people might spend 
in various steps in the terminal phase of 
life. 

In summary, advance care planning 
(be it in terms of a living will or advance 
directive, designation of one or more 
surrogates, and/or, having a MOST form 
signed by the person’s physician on a yearly 
basis after a thoughtful review and open 
conversation) is the most important long 
term planning that needs to be done by 
all individuals regardless of age, presence 
of acute or chronic medical conditions or 
care setting. It is completely reasonable to 
allow it to evolve over time or take multiple 
encounters under various circumstances 
by multiple members of the medical 
team; however, it remains the most often 
overlooked part of a person’s life as well as 
their legacy.

This article is only a brief introduction. 
Hopefully, it can be used to stimulate 
thoughts and conversation for ourselves, 
our loved ones and people who trust us 
with caring for their health and wellbeing. 

In humble service,

Adnan Ahmed, M.D. 
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Letter From the Editor

What Bowling Means to Me

rightson, MDBy A. Stevens Wr
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ago, I joined a bowling league. SomeoneAbout 2 months a
l with, though we did not really know I went to high schoo
time, stopped me at church, chatted each other at that t
education paths in Louisville (Trinity about our common 

hen invited me to join the parish wideHigh School) and th
s interested and I told him so, but I was bowling league. I was
ommit. It required weekly attendance,not quite ready to co

w over worked we all are, so I asked him and we all know how
again, in the future. Well, he did. As weto talk to me about it 

were eating together at another church function he asked 
again, and I said yes. I think I agreed to join for several 
reasons. First, I really like to bowl, though I haven’t bowled 
more than a handful of times since my kids were born. 
Second, I really do believe as my wife and I are entering this 
stage in our lives where our kids don’t need us so much, 
I have to find “outlets” that connect me with others. This
seemed to be a good fit. Finally, I read this book about 15
years ago, and if this was not a sign, I don’t know what is. 

The book is called Bowling Alone by Robert D. Putnam. 
I heard about it at a conference in South Carolina I went 
to when I was faculty at UK. Putnam was a professor of 
Public Policy at Harvard and wrote this book to explain the 
value of social capital on topics ranging from education,
safe neighborhoods, economics, health and happiness. 
Social capital includes “good will, fellowship, and social 
intercourse among individuals and families who make 
up a social unit…The community as a whole will benefit 
from the cooperation of all its parts.” In other words,
the networking that is created between individuals in a 
community impacts the individual and the community as a 
whole. Communities that have developed mutual support, 
cooperation and trust benefit beyond those that are making 
the connections. Rather than expecting payback for all 
social interactions, the community members begin to “pay
forward” to those not directly involved in the organization. 
We certainly see that in multiple civic groups, like the 
Lions Club, or in churches or women’s clubs. So where 
is the conflict? From the 1950s on, participation in most
activities that involved social interactions in communities 
increased. This included civic organizations, garden clubs, 
religious organizations…and bowling leagues. But the rise 
in neighborliness didn’t stop there. Casual get-togethers 
like picnics or meals with friends, engagement in sports 
(not the NFL, but neighborhood softball games), and even 
dropping by at a friend’s home for a quick visit all increased 
and were considered the norm in American life. People
played bridge by the millions, as well as other card games. 
When I was little, my grandmother told me that it was 

mily doctors “The older fam
my career werethat I met in m
evelopers -- starting community de
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I am hearing new etc.  Not sure I
type of community stories of this 

ctice.”medicine prac

continued on page 8



HIV Nexus is a new comprehensive website from the Centers 
for Disease Control and Prevention that provides the latest 
scientific evidence, guidelines, and resources on:  

• Screening for HIV.

• Preventing new HIV infections by prescribing PrEP
and PEP.

• Providing treatment to people with HIV to help improve
health outcomes and stop HIV transmission.

To access tools for your practice and patients, visit:  

www.cdc.gov/HIVNexus. 

New from CDC
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important for a man to be able to do three things: play golf,
play bridge, and play piano or some instrument. I think this 
was her way of telling me you need to interact with people
outside the home. I will skip golf, mostly because I have never 
mastered it. But bridge, I really like playing bridge. It is two 
games in one, bidding and playing the hand. You of course 
realize you can’t talk about your cards when you are playing.
So as Putnam puts it, it gives you time to talk about everything 
else, like politics, or current events, or the weather, or where
you are going on vacation. Since you need at least four people 
to play, then you hear about their lives as well. What about 
piano? How many times have I thought, I wish I could be 
that person who can sit at the piano and play anything? I 
would always be the life of the party. That assumes that you 
go to the parties, which is another way to connect with your
community. Anyway, all of us can stand around the piano and 
sing. My grandmother was a wise woman. 

But since the 1990s, all of these activities have diminished. 
I will not go into an extensive discussion as to why, but you 
can probably figure out there are generational influences. 
Post baby boomers aren’t joiners like their parents and
grandparents were. Two income or single parents, smaller 
families, more TV and screen time, activities that promote
individuals rather than community like on-line education 
or video gaming (even for bridge) all may have an impact on 
this phenomenon. This brings me back to bowling. Bowling 
has been the most popular competitive sport for years in
the US. Even at the writing of Putnam’s book, the number
of people who bowled surpassed those who jogged, played 
softball, or golfed. The number of bowling leagues grew 
tremendously from the 1930s through the 1960s. Since 
the 60s, however, the number of leagues has dropped and
continues to diminish every year. The title of this book is a
bit of a misnomer, because the large number of individuals 
coming in to bowl are in small groups, for the most part, 
and not truly “bowling alone.” Bowling alleys, however, live
and die by league play. Thus this could signal the end of this 
pastime in the US. So why is this important to me and why
did this sociodemographic conundrum touch me? Let me tell 
you the story that was told at that South Carolina conference 
and at the beginning of this book.

“Before October 29, 1997, John Lambert and Andy 
Boschma knew each other only through their local 
bowling league at the Ypsi-Arbor Lanes in Ypsilanti, 
Michigan. Lambert, a 64 years old retired employee 
of the University of Michigan hospital, had been 
on a kidney transplant waiting list for three years
when Boschma, a 33 year old accountant, learned 
casually of Lambert’s need and unexpectedly 
approached him to offer to donate one of his own
kidneys. “Andy saw something in me that others

didn’t,” said Lambert. Boschma returned the feeling,
“I obviously feel a kinship. I cared about him before,
but now I’m really rooting for him.” This moving
story speaks for itself…That they bowled together
made all the difference. In small ways like this-and
in larger ways, too-we Americans need to reconnect
with one another. (Putman, 2000, p. 28)

As a family physician, I have to package this as to the
impact on the health of my patients. I think we all agree
that social isolation is bad for our health. Heart attacks, 
cancer, depression, premature deaths of all sorts occur 
sooner and more often in individuals that lack a social
support system, be that a spouse, partner, guys you play
poker with or those in your church bible study. I have
a wonderful wife and great kids, but we know that it is
healthier for us to have hobbies and interests that are not
necessarily located in my kitchen and family room. Putnam 
notes that as social connectedness is declining, depression
and suicide have been increasing. Looking at this a different
way, if “happiness” is a proxy for good health and well being, 
Putnam demonstrates that money does lead to happiness, to
a degree, but social connectedness contributes in an equally 
important way. For example, volunteering or entertaining 
friends is the happiness equivalent of doubling your income.
Connecting more tightly with your community through
civic organizations increases your happiness equivalent 4
fold, which is, by the way, the same increase you see with
marriage. The biggest gain occurs when you go from never, to
one social event a month. Seems like some important issues
we could raise with our patients, our parents, and especially 
adolescents and young adults who seem to be disconnecting 
from society at an alarming rate.

So every Thursday, more or less, you can find me at
Southland Bowling Lanes in Lexington. I have met a few new 
people, which is good for me, the introvert that I am. I’m not
the best bowler on my team, but I’m also not the worst and I
do feel a bit invigorated when I get home at 10 pm or so. I even
bought a pair of shoes. Good idea for all you germaphobes.

I would love to include an article about other community
activities you have in your areas. You could write about things
you started like cooking classes for your diabetic patients
that have taken off, or things that have been in place for
years through the health departments, hospitals, or local
industries and businesses. You might help us revitalize some
of our communities and provide a path that increases the
social connectedness and capital that we and our patients
need. I look forward to hearing from you.

Reference:
Putnam RD, (2000) Bowling Aloneg . Simon and Schuster, 

New York, New York.

continued from page 6
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There’s a good reason people 
choose Passport Health Plan.
We can show you nearly  
34,000 more.
Passport members take comfort in knowing they can choose from more than
3,700 primary care physicians, 16,000 specialists, and 130 hospitals 
throughout the state of Kentucky.

We do life together. 
www.passporthealthplan.com
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Letter From the Lobbyist

Take Steps Right Now for 
Better Frankfort Results

by Bob Babbage, Babbage Cofounder

“What do the family physicians say about this?”
h h“Does KAFP have a position on this issue?”

h b f l d k“Let me run this by my family doctor to make sure 
it’s good.”

The goal is to have more and more decision makers The goal is to have more and more decision makers
in the Kentucky State Legislature consider the 

 doctors’ point of view when any discussion of health
 legislation reaches a presentation or decision point.

Many physicians in Kentucky already take the time and 
 effort to be a trusted advisor, information provider and
 overall resource for House and Senate members as well 

as the governing Administration.

Every day, lawmakers and agency heads areEvery day, lawmakers and agency heads are
 bombarded with requests, proposals and various action
 concerning health policy, regulation and direction.

fVisit Frankfort any day during the regular session of 
the General Assembly for proof. There is work going on

 right now to get consensus and establish spending and

policy priorities for the next two years, given that the policy priorities for the next two years, given that the
biennial budget is up for a vote in 2020.

h l l f d hThe essential role of your advocacy team is to have 
r a continuous conversation with legislators on your

behalf, reminding them that doctors serve at the center
of the health system. Before talks get too far, the
physicians have to weigh in about consequences and 
advancements. 

Lobby Days in Frankfort are valuable, but there is a Lobby Days in Frankfort are valuable, but there is a
world of good to be done right in your own hometown.
Of prime importance for the coming four months of the
legislative session is giving lawmakers the reasoning for 
good conclusions. Asking for their vote on a specific bill 
or measure is essential. Much can happen along the way 

 during the entire year to make yourself indispensable in
the process. Each of you can play a part now.

For instance, send a snail mail letter directly to your For instance, send a snail mail letter directly to your
House or Senate member thanking them in advance for

g their service. Let them know that you will be sharing
findings toward the best outcomes on key votes they
will take. Give them your cell to call before votes occur 

 should they need your counsel. Make sure you have
their contact information for emails with additional 
follow-up to share – be it articles, personal experience, 
or of-moment advice.

l l h k dDeveloping a relationship takes time and genuine 
outreach. Send your family holiday card or a happy 
birthday message on Facebook.  It may seem corny, 

 but it counts. Use social media. Follow your legislators
 on Facebook and Twitter. Most of all, let decision
 makers in Frankfort know that they can reach out
 to you for advice. If you don’t have all the answers,

yyou can get them. Wisely, many doctors across the 
Commonwealth have already actively engaged their 

 legislators with a commitment to inform and encourage
good steps by our state government. It may sound 
simple, but many tactical matters are exactly that — 

 basic, simple thoughtfulness and sincere engagement.

The essential role of your 
advocacy team is to have a 
continuous conversation with 
legislators on your behalf, 
reminding them that doctors 
serve at the center of the health 
system.
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h k d lTogether we can make progress towards two critical 
y goals: increased presence and better results for family

doctors. 
f d h hDon’t forget to stay engaged with the association: 

it is the comprehensive source for information on
the issues and dynamics we’re following. As KAFP 

 asks for your immediate contact of House, Senate and
 Administration on a critical measure, find a way to

get the message through. Half of the Senate is up for 

reelection in 2020 plus all 100 members of the House. reelection in 2020 plus all 100 members of the House. 
Lend your support where appropriate. Speak out on 
issues and speak up with thanks and appreciation.

Your KAFP leadership and advocacy team earnestly Your KAFP leadership and advocacy team earnestly
wants better health results — for you, your practice, 
your patients, and for the state’s progress.  Public your patients, and for the state’s progress.  Public

 decisions matter greatly. Your role in shaping the
 outcome is critical, and your full involvement has

never been more needed and necessary.

LexingtonClinic.com

Lexington Clinic is seeking BC/BE Family Medicine physicians

to join very busy primary care practices in Lexington, Nicholasville 

and Richmond, Kentucky. 

• Outpatient only

• Excellent payer mix

• Physician owned

• Partnership track

•  Loan forgiveness/retention

bonus available

•  Skilled specialty care 

partners

•  Competitive salary 

guarantee

•  Potential production-driven 

quarterly bonus

Interested candidates  please contact:
Robert L. Bratton, MD, CPE, MMM
Chief Medical Offi  cer
o. 859.258.4168 | rbrat@lexclin.com

Audra Davidson
Physician Services & Recruitment
o. 859.258.4135 | c. 859.230.4417

adavi@lexclin.com

T H E  B LU E G R A S S  I S  C A L L I N G

Lexington Clinic is an Equal Opportunity Employer. 

Family Health Centers seeks 

Family Medicine Physician

for employment in Louisville,

KY.    Must be certified by or

eligible for certification by

The American Board of Family 

Medicine.  Must have or be 

able to obtain Kentucky

medical license.  

Please email cover letter 

and CV to: 

JJACKSON@FHCLOUISVILLE.ORG

Bob Babbage is a graduate of Eastern Kentucky University and holds master’s degrees 
from the University of Kentucky Patterson School of Diplomacy and Lexington Theological
Seminary. He completed the Harvard University Senior Executive Program. Joining top state
and regional leaders and Kentucky’s prominent congressional delegation, Bob is recognized as 
the “architect” of the award-winning DC Fly-In, managed by Commerce Lexington. He received
a “Washington Influential” honor in 2012. Bob is a frequent platform and boardroom speaker
and workshop facilitator. He is a sought-after political analyst and commentator providing 

twice-weekly insights on WVLK Radio (ABC) and election coverage analysis for WLEX-TV (NBC). Bob Babbage 
heads Babbage Cofounder, the lobby and advocacy firm proudly representing family physicians in Kentucky. For 
more information on how to contact your legislator, visit: https://apps.legislature.ky.gov/findyourlegislator/
findyourlegislator.html.
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BY JOHN A PATTERSON MD, MSPH, FAAFP

Harvard School of Public Health and Massachusetts Medical 
Society recently declared physician burnout a public health crisis.1

Optimism can help you fill up your cup, promote resilience, prevent 
burnout and perhaps save your life- and you can cultivate it.

What is resilience? The American Psychological Association
(APA) describes resilience as “the process of adapting well in the 
face of adversity, trauma, tragedy, threats or significant sources of 
stress, such as family and relationship problems, serious health
problems or workplace and financial stressors. It means ‘bouncing 
back’ from difficult experiences.” APA describes resilience as
“ordinary, not extraordinary. People commonly demonstrate 
resilience. Being resilient does not mean a person doesn’t 
experience difficulty or distress. In fact, the road to resilience
is likely to involve considerable emotional distress. Resilience
is not a trait that people either have or do not have. It involves 
behaviors, thoughts and actions that can be learned and developed
in anyone.”2

Resilience is an internal resource for managing stress, 
preventing burnout and recovering from compassion fatigue, 
emotional numbness and psycho-spiritual exhaustion. It helps us 
rebalance when we live our lives disconnected from joy, meaning, 
purpose, values, belief and faith. Resilience is determined by 
the way we explain events to ourselves- our explanatory style.

What is optimism? A positive explanatory style is the most 
important determinant of resilience.3 Are you a ‘cup half full’ person 
or a ‘cup half empty’ person? Your explanatory style involves the
mental processing of life events, assigning meaning to them, and
assessing them as threats/dangers or challenges/opportunities. 
The words and images in our heads affect our stress levels. An
optimistic explanatory style is related to far greater resilience and 
much less stress than a pessimistic explanatory style.

Optimists are more successful in school, at work, and in 
athletics. They are healthier and live longer. They are more satisfied
with their marriages and less likely to suffer from depression and 
anxiety. And rather than being a static trait you are born with, you 
can learn to grow optimism- increasing your resilience, health, 
well being and fulfillment in relationships. One way to grow
optimism is the practice of imagining your best possible self.4

Best Possible Self Exercise- Allow 10-15 minutes for this practice. 
Think about how your life would look in your best possible future
(say in the next 10 years). Imagine that you have reached your goals, 
everything has gone as well as it possibly and feasibly could. Use
vivid images of scenes with as much detail as possible. Perhaps you
have reached the pinnacle of your dream career, you have loving 
relationships, great friends and family and good health.  Think of 
this as the realization of the best possible life you could ever hope 
for yourself.

Then, for 10 minutes, write about what you imagined.
Using these instructions: 
1. Be as creative and imaginative as possible.
2. Use whatever writing style you wish, writing without stopping 

or analyzing, erasing or editing. Just write what you imagined.
3. Don’t worry about grammar and spelling. 
4. Be specific. It will increase the effectiveness of the exercise. For 

instance, imagine the precise nature of your future work or your
relationships in as much detail as possible.

5. Really savor and relish this experience. Know 
this future self is possible and that you deserve it.
      
 Physicians and patients are all affected by stress. An optimistic,

positive, explanatory style promotes resilience and helps us
manage that stress wisely. There are many simple strategies
to help us live healthy lives and teach our patients to do the
same. Practicing your Best Possible Self exercise may be a useful
tool for your personal self-care and patient education toolkit.

References:
1. Leading health care organizations declare physician burnout as public 

health crisis
https://www.hsph.harvard.edu/news/press-releases/leading-health-
care-organizations-declare-physician-burnout-as-public-health-crisis/.
Last accessed November 12, 2019.

2. The road to resilience- American Psychological Association
https://www.apa.org/helpcenter/road-resilience
Last accessed November 12, 2019.

3. Learned Optimism, Martin Seligman PhD
https://positivepsychologyprogram.com/learned-optimism/
Last accessed November 12, 2019.

4. Picture Your Best Possible Self
https://www.mindful.org/how-to-foster-optimism/
Last accessed November 12, 2019.

Optimism is Good Medicine

John A Patterson MD, MSPH, FAAFP chairs the Lexington Medical Society’s Physician Wellness Commission, 
is past president of the Kentucky Academy of Family Physicians, is board certified in family medicine and integrative
holistic medicine and is a certified Physician Coach. He teaches mindfulness for the UK Health and Wellness 
Program, Saybrook College of Integrative Medicine and Health Sciences (Pasadena) and the Center for Mind Body 
Medicine (Washington, DC). He owns Mind Body Studio in Lexington, where he offers integrative mind-body
medicine consultations and classes, specializing in stress-related chronic conditions and burnout prevention for 
health professionals.
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These words from the Led Zeppelin song “Going to
California” sum up the confusion that was experienced 
at this year’s Congress of Delegates held in Philadelphia, 
Pennsylvania prior to FMX.  The AAFP Congress of Delegates 
(COD) is the annual business meeting of the AAFP where the
election of officers and the Board of Directors of the AAFP 
occurs each year.  In addition, Resolutions submitted from 
state chapters, from workgroups at the National Constituency 
of Chapter Leaders (NCCL) and from the National Conference 
of Residents and Students are debated and perfected and 
then adopted or not adopted, or referred to the Board of 
Directors for further study.  The COD also approves Board 
Reports that include many of the issues that were referred to
them from the previous year.   

Before attending my first COD during my year as President 
of the KAFP, I never understood what a huge undertaking 
and what influence the State Chapters have on the direction
of our national organization, the AAFP.  It is a great time of 
gathering and motivation for Family Medicine, just like FMX. 
It is also a time of serious work and contemplation that sets 
policy for years to come.  Although the words at the start of 
this article are a little depressing, later in the song we hear 
the following:

“Standing on a hill in my mountain of dreams
Telling myself it’s not as hard, hard, hard as it seems”.

Whenever Family Docs get together you know laughs, 
fellowship, camaraderie and hugs will abound, even in our
differences. I thought you might want to know how it all 
works and what really happens, as well as highlights of a few
of the more time-consuming resolutions. 

Kentucky is represented by two Delegates, as is every state, 
the Armed Forces and U.S. Territories.  There are also two 
Alternate Delegates who do not have a vote, but Kentucky 
Delegates and Alternates do work as a group to discuss our 
vote and come to a consensus before voting on resolutions
or for officers. Your State Delegates are Dr. Rick Miles and 
Dr. Pat Williams, and the Alternates are Dr. Lisa Corum 
and myself, Dr. Patty Swiney. We sit in an arrangement 

much like Congress looks, with our state name on our table, 
the Alternates to the side, and the actual Delegates in the 
center of a large room. There are candidate speeches and 
Q and A sessions with timed limits on answers before the
actual voting on Wednesday morning.  It is all very formal 
and usually runs very smoothly - until this year. This year
we got into the weeds and it took a while to get out over the 
contentious issue of abortion…more on that later. 

The Resolutions that are submitted are divided into 5
Reference Committees or Sections.  Delegates and Alternate
Delegates volunteer to sit on those Reference Committees
and study the Resolutions, the background and testimony 
presented at the hearings on each of the resolutions, and
the Board Reports of that Reference Committee. There is 
background research done by the AAFP, such as previous 
resolutions that have been adopted by the AAFP on the same 
or similar topics, current policies on that topic, prevailing 
standards of care for the AAFP, AMA, etc., and any ethics 
issues that might be encountered. The Reference Committees
are:

Practice Enhancement
Education
Advocacy
Health of the Public and Science
Organization and Finance

Dr. Miles served on the Reference Committee for Advocacy 
and Dr. Corum served on the Reference Committee for 
Education. The Reference Committee members listen to 
hours of testimony in support or opposition given during 
the committee hearing as well as keep straight amendments
and wording substitutions that are made to each resolution 
during those hearings. They then meet with their committee
until the wee hours of the morning (one committee was
finishing their work as the session of COD started at 7:30am) 
putting together the comments and what the majority leaning 
at the hearing was, Amendments and final wording of the 
Resolution, and what the Recommendation of the Reference
Committee will be for each Resolution for their Reference

Blue Skies, Grey Skies  
A Report from the 2019 AAFP Congress of Delegates

BY PATTY SWINEY, MD

“The sea was red and the sky was grey
Wondered how tomorrow could ever follow today”
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Committee’s Consent Calendar. The Recommendation for the
Consent Calendar can be:

Adopt the Resolution
Adopt a Substitute Resolution
Adopt a Resolution with changes or Amendments
Refer to the Board of Directors (for further study)
Not Adopt the Resolution (sometimes because it is
already a policy of the AAFP)

The Consent Calendar of each Reference Committee is 
presented to the Congress of Delegates where Delegates may 
extract Resolutions to be debated and voted on separately 
before accepting the Consent Calendar. This is where the 
fun begins and the coffee urns start to empty faster. And I do
believe “bourbon” was mentioned by the Speaker at least 5
times this year.  

All of the Resolutions and their outcomes can be found 
at https://www.aafp.org/about/governance/congress-
delegates/2019/resolutions2.mem.html.  

Some of the topics that were debated again after extraction
mirrored the national debate on similar issues. One thing 
that becomes apparent is the divide between conservative,
more rural states and liberal, more urban states. Although 
not consistent across all issues, the Southeast Forum states, of 

which Kentucky is a member, did vote conservatively. Kentucky 
did sign on to support the West Virginia sponsored Resolution
307 “Engage the AARP Regarding Its APRN Initiatives” which 
was Adopted as a Substitute Resolution and encourages the 
AAFP to engage the AARP in conversation about supporting 
Family Physicians in the care of Seniors and not just APRNs. 
Kentucky was able to testify on its behalf and give substitution 
language. Many of the Resolutions were extracted for debate 
based on the wording that would or would not give access to 
providers besides physicians.  Surprisingly, urban areas felt 
that to have adequate access for patients that other providers
should be able to have these scopes of practice. These included 
ordering privileges, acupuncture, insurance coverage, and
even whether other providers should be on credentialing 
committees for physicians. Scope of Practice issues are never 
going to go away, and Kentucky is going to be facing a very large
battle this session, so please speak with your Representatives
and Senators NOW. We need to work as a team to help patients
be healthy and stay healthy.  

Pharmacy issues were very prominent, with the cost to 
our patients as well as administrative issues being the items 
most discussed. Fees for physicians and the issue of “Medicare 
for All” or Single Payor Healthcare were very hotly debated at 
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the Reference Committees, in election speeches, question
and answer sessions, extracted and debated again, debated 
at social gatherings and finally tabled till after the 2020 
Presidential election, despite being supported by the AAFP. 
However, I will point out that when you speak individually to 
Board Directors or listen to the majority of AAFP members 
at COD, it is hard to decide if there is a true consensus of 
support for Single Payor Healthcare. There were several 
Resolutions on ensuring payments and appropriate fees, but 
more importantly, making sure that patients had procedures 
such as colonoscopy and cardiac rehabilitation covered.  
Patient centered issues did dominate the Advocacy and 
Health of the Public and Science Committees.  

Social issues were also front and center amongst the 
Reference Committees, with forms of discrimination 
brought forth for extraction of Resolutions, and we were all 
educated about what we oftentimes take at face value unless 
we’ve experienced that form of discrimination. One form of 
racism that is very subtle is basing medical therapies on a 
patient’s outward appearance when what we really need to 
focus on is the inward genetic makeup or genotype. There 
are still laws that define your “race” as Caucasian or African
American based on what percentage of your ancestors were 
of dark skin. And the definition and laws vary from state 
to state. Another focus was on gender identification and 
making sure we address transgender children appropriately. 
If you don’t feel comfortable with these issues, please refer
to someone who does or seek out information to help you 
provide appropriate care. There were discussions on not
charging sex workers with crimes nor the buyers of such 
services in order to support those who have been trafficked.

I saved the two most hotly debated issues for last. The 
first was referred to the Board of Directors for further 
study by the Advocacy Reference Committee and was not 
extracted. I am bringing it up here because we have had 
it brought up for discussion and debate at our Advocacy 
Committee and it has been in debate at the AMA also. The 
issue is Medical Aid in Dying. Resolutions 510 and 511 only 
dealt with using the words ‘physician assisted suicide’ in 
AAFP and/ or Family Medicine journals versus what is now 
approved after the 2018 COD as the words ‘medical aid in 
dying’. The current policy regarding the actual issue of 
MAID/PAS is engaged neutrality. Yes, there are states where 

it is legal for physicians to provide medication(s) that a 
patient can use to end their life, and they are currently 
doing this. This and the next issue are very ethical issues, 
and the KAFP has had other issues where we have not been
able to come to a clear consensus or have felt that taking 
a stand would split the chapter. In these circumstances, 
we also have remained neutral.  Many see this as a cop 
out, but we can’t represent all our members unless we are
representing a majority. These issues are the ones on which
you receive an email asking you to express your own opinion
in the form of a letter to your Legislators. And all of these
are why we need to hear from you.  

Finally, the issue of abortion. This year’s Resolutions 
were about supporting Family Physicians who do perform 
this procedure, in addition to affirming current policy, 
safety and legality of abortion.  Resolution 410 was Adopted 
as a Substitute Resolution after it was extracted, Amended, 
substituted, substitute illegally, amended out of order, 
rules were suspended, not sure what really happened 
after that and neither was anyone else, rules were never 
reinstated but we ran out of time in the ballroom and
so it was Adopted as the Substitute Resolution that
was recommended by the Reference Committee from 
the start anyway. Resolution 410 does support FPs who 
perform abortions, and that is all that the resolution does. 
Resolutions 411-415 were confirmed as Current Policy by 
the Reference Committee and not extracted. But that
didn’t limit the debate on the abortion procedure as an
issue.  Everyone has strong feelings on this issue, and many 
of us have stories about patients affected by this issue that
have shaped our thinking. The focus for all the issues must 
be our patients and their health and safety.  

I hope this information lets you realize more of what
KAFP does for you, and that we do need your input
and wisdom as well as support. I hope it has made you 
curious about getting involved in leadership or Advocacy, 
or perhaps even writing a Resolution for Kentucky to put
forth next year. I also wanted you to see that Kentucky 
does have influence on the AAFP, as does every chapter.
What we do matters, and we need to do more for our
patients. When you get this issue of the Journal, we will 
be in a long State Legislative session with a new Governor.
Let’s get started here working for healthcare. Contact us at 
www.kafp.org for more info on how to get involved.

continued from page 15
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Diagnosis and Management of Heart Failure 
with Reduced Ejection Fraction

BY ALEX SCHMITT, MD AND HOLLY DANNEMAN, MD

Heart failure (HF) is a disease associated with a high degree 
of morbidity and mortality and is becoming increasingly 
common in the United States. However, with appropriate 
medical management, outcomes for individuals with this 
diagnosis can be drastically improved. Alongside a large 
body of evidence that supports the morbidity and mortality 
benefits of several well-known heart failure medications,1 
several novel classes of medication have been established 
to provide similar benefits to this population. Though some 
advanced heart failure therapies require assistance from 
cardiovascular specialists, family physicians should seek to 
be confident in the medical management of heart failure. 
European studies have shown that primary care management 
has much room for improvement in guideline adherence,2 
and more recent data have shown that longitudinal HF 
management in primary care is associated with better patient 
understanding of HF and its comorbidities.3 This article will 
provide a review of the classification, diagnosis, treatment, 
and novel therapies for heart failure with reduced ejection 
fraction. 

Heart failure affects over 6 million American adults, 
with a 20% lifetime risk of development after the age of 40. 
The probability of developing heart failure increases with 
age, and most current figures note 20 per 1000 individuals 
affected between the ages of 65 to 69.  As a result, the effects of 
heart failure on healthcare costs are staggering. In 2014, they 
exceeded 31 billion dollars annually, with the mean cost per 
hospitalization equaling close to $12,000. As our population 
ages, it is projected that these costs will increase by close to 
127% by the year 2030.  The majority of this financial burden 
is shouldered by Medicare.4

How does one classify and stage heart failure?
Heart failure, simply put, is pump failure. There are 

various reasons for pump failure, and all relate back to one 
of two fundamental problems:  defects in heart structure, 
and/or an inability for the heart to properly function. When 
diagnosing and managing heart failure, the physician 
must classify, as treatment strategies vary based on this 
classification. Classification begins by noting the location 
of failure: either right heart failure, left heart failure or 
biventricular failure. Next, chronicity should be noted, such 
as acute decompensated heart failure versus chronic heart 
failure. Lastly, the clinician must determine the patient’s 
cardiac ejection fraction, determining whether the patient’s 
failure is systolic (heart failure with reduced ejection fraction, 

or HFrEF), or diastolic (heart failure with preserved ejection 
fraction, or HFpEF).5 

Once clinical classification has been established, as per 
above, determining the patient’s degree of functional heart 
failure involves assessing physical activity. There are four 
functional classes defined by the New York Heart Association 
(NYHA) as noted below in Table 1.

Table 1.1,6

Class Limitations on physical activity Symptoms with activity
Class 1 No limitations to physical activity Ordinary activity does not 

cause symptoms

Class 2 Slight limitations to physical 

activity

Comfortable at rest; ordinary 

physical activity causes symp-

toms

Class 3 Marked limitations to physical 

activity

Comfortable at rest; less than 

ordinary physical activity 

causes symptoms

Class 4 Unable to carry on any physical 

activity

Symptoms at rest

More recently, the ACC/AHA assigned stages to heart 
failure, reinforcing the importance of prevention and 
avoidance of stage progression.  The stages listed below, in 
Table 2, are not meant to replace the NYHA classes, rather 
to enhance them. Whereas patients can transition in both 
directions of the NYHA functional classification scale based 
on response to treatment, transitioning through ACA stages 
is unidirectional.  In other words, a patient can only progress 
in one direction of staging due to myocardial remodeling. 

Table 2.5,7

Stage Disease state Symptoms/patient description
A High risk for development of HF No symptoms, +factors for 

development of HF, such as HTN, 

CAD, DM, fam hx

B Asymptomatic HF Known structural heart disease 

without symptoms. 

Previous MI, LV systolic 

dysfunction, asymptomatic 

valvular disease

C Symptomatic HF Known structural heart disease 

with dyspnea, fatigue, reduced 

exercise tolerance

D Refractory/end stage HF Marked symptoms at rest despite 

maximal medical therapy
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Diagnosis of heart failure
Clinical manifestations of heart failure vary based on 

stage and progression. Patients with symptomatic heart 
failure often present with dyspnea (sensitivity 84%, specificity 
17%), orthopnea or dyspnea when lying flat (sens 22%, spec 
74%), paroxysmal nocturnal dyspnea (sens 39%, spec 80%), 
fatigue, abdominal distension and swelling. In addition to 
these symptoms, clinicians may note signs of tachycardia 
(particularly in more advanced stages) and pedal edema. The 
presence of increased jugular venous distension, pulmonary 
rales, S3 gallop, hepatojugular reflux and ascites are also 
common findings, particularly in the more advanced stages of 
heart failure.5

In addition to a thorough history and physical examination, 
ancillary testing is indicated during the initial evaluation, 
diagnosis and continued management of heart failure. 
Laboratory evaluation often includes a CBC, BMP (including 
Magnesium and Calcium), urinalysis, lipid profile, hepatic 
profile and TSH. Heart failure specific testing includes BNP, 
or brain natriuretic peptide, a neurohormone that rises in 
response to left ventricular wall stress and stretch. BNP 
values can be used for diagnosis and management, as well 
as prognosis. Recent studies have recommended its use in 
prevention of stage progression in those with asymptomatic 
left ventricular dysfunction. BNP carries a sensitivity of 
99% and specificity of 85%. It can be elevated in some non-

cardiac conditions such as severe anemia, renal failure, 
sepsis, pulmonary HTN, severe burns, severe pneumonia and 
obstructive sleep apnea (OSA).5

Other ancillary testing includes EKG, chest X-ray, and on 
occasion, CT and MRI. Most importantly, echocardiography 
allows the clinician to evaluate left ventricular ejection 
fraction (LVEF), which guides the course of therapy. In 
addition to assessing the LVEF, evaluation of wall thickness, 
valvular integrity, and filling pressures assist in diagnosing 
heart failure and in choosing an appropriate course of action.  
Echocardiography should be performed initially when 
a diagnosis of heart failure is suspected and repeated in 
cases of acute decompensation. In patients with new onset 
heart failure and angina, evaluation of coronary anatomy is 
indicated by means of heart catheterization and coronary 
angiography.1 

There are new diagnostic tools on the horizon for the 
diagnosis and management of heart failure.  Emerging 
biomarkers include things like MPO, or myeloperoxidase, an 
oxidative stress biomarker which, when elevated, is associated 
with a significantly increased one-year mortality. MR-proADM 

continued on page 20
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or Adrenomedullin is a vasodilator that becomes elevated 
in patients with HF and increases with HF severity. ST2, 
a protein that is released during times of heart strain, is a 
marker for myocardial remodeling. Serial measurements 
confer useful prognostic value. High sensitivity troponin, 
or hsTn, is a cardiac necrosis biomarker that becomes 
elevated in times of acute decompensated heart failure and 
in those with chronic heart failure.  It is both diagnostic 
and prognostic. Galectin-3 plays a role in the aldosterone 
mediated pathway that can lead to fibrosis of cardiac tissue. 
The use of multiple markers, targeting representatives of 
the various pathways that contribute to the progression of 
heart failure, has the potential to help us better personalize 
the management provided to heart failure patients. Of note, 
ST2, hsTn and galectin-3 have been accepted by the ACC/AHA 
and have recently been incorporated into their clinical heart 
failure management guidelines.8

Treatment of systolic heart failure or heart failure with reduced ejection 
fraction (HFrEF)

Beta Blockers
The efficacy and safety of beta blockers (BBs) have been 

well established for decades, and they remain one of the most 
powerful tools to reduce morbidity and mortality associated 
with HF. The three BBs that have been studied and proven to 
reduce mortality are carvedilol, bisoprolol, and metoprolol 
succinate.1 These medications all act by blocking the beta-
1-adrenergic receptor found in the myocardium, preventing 
ventricular remodeling associated with renin-angiotensin-
aldosterone system (RAAS) hyperstimulation. Carvedilol also 
inhibits the beta-2 and alpha-1 adrenergic receptors, leading 
to vasodilation. Each BB is associated with a target dose to 
reduce mortality as demonstrated in several studies, with the 
COPERNICUS, CIBIS-II, and MERIT-HF trials investigating 
carvedilol, bisoprolol, and metoprolol succinate respectively.9

BBs are generally well-tolerated, but are associated with 
adverse events of which family physicians should be aware. 
These most commonly include dizziness, hypotension, fluid 
retention, bradycardia, and heart block. Though bradycardia 
is common, it does not warrant discontinuation of BB therapy 
if the patient remains asymptomatic, and doses should be 
titrated to the target or maximally tolerated dose.

ACE Inhibitors
The capability of angiotensin converting enzyme 

(ACE) inhibitors to reduce mortality in HF and reduce 
risk associated with common comorbidities has led this 
class of medications to become a mainstay of HF therapy.1 
ACE inhibitors function by inhibiting the conversion of 
angiotensin I to angiotensin II, suppressing the RAAS 
pathway and decreasing peripheral resistance and afterload. 

There is a large body of evidence demonstrating the value of 
ACE inhibitors in our HF treatment armamentarium.1,9 Most 
notably, the CONSENSUS trial, which compared enalapril 
against placebo, demonstrated a 27% mortality risk reduction 
as well as a decreased progression of HF.10 There have been 
several studies establishing these benefits as class effects, 
and the mortality reduction has largely been extrapolated to 
all ACE inhibitors.9

Most family physicians are well-versed in the common 
adverse effects of ACE inhibitors, including acute kidney 
injury, persistent elevation in serum creatinine, hyperkalemia, 
hyperkalemia, dizziness, cough, headache, and fatigue. 
Contraindications include hypersensitivity, history of 
angioedema, and concomitant use of aliskiren. Much like BB 
dosing, it is important to titrate ACE inhibitors up to the target 
or maximally tolerated doses, generally by doubling the dose 
every 1-2 weeks as tolerated.

Angiotensin Receptor Blockers
Angiotensin Receptor Blockers (ARBs) are in many 

ways similar to ACE inhibitors, both physiologically and 
in their benefits as HF treatments. They are indicated 
for all patients with HFrEF who are intolerant of ACE 
inhibitors or who are stable on this medication for other 
indications.1 ARBs, like ACE inhibitors, inhibit the RAAS 
system, but do so by preventing the binding of angiotensin 
II to its receptor, preventing the release of aldosterone 
and decreasing peripheral vascular resistance. Though 
less frequently utilized compared to ACE inhibitors, 
there is ample evidence demonstrating the morbidity 
and mortality benefits of ARB therapy in HFrEF.1,9 In 
the CHARM-Alternative trial, candesartan was found 
to be associated with statistically significant benefits 
in mortality risk and HF-related hospitalizations when 
compared to placebo.11 ARBs, like ACE inhibitors and BBs, 
should be titrated up to their studied target or maximally 
tolerated doses.

Adverse effects and contraindications of ARBs are quite 
similar to those of their ACE inhibitor counterparts, 
and their initiation should be managed similarly with 
regular monitoring of serum potassium and creatinine. 
Importantly, because ARBs do not inhibit kininase, they 
do not show the same increase in bradykinin levels seen 
with ACE inhibitors use, greatly decreasing the incidence 
of cough with ARBs.

Mineralocorticoid Receptor Antagonists
Mineralocorticoid receptor antagonists (MRAs) hold 

an important role in the treatment of HFrEF, but are 
underutilized.12,13 The two MRAs, spironolactone and 
eplerenone, work as aldosterone antagonists, promoting 
natriuresis and preventing aldosterone-mediated 
vascular damage, myocardial fibrosis, and baroreceptor 

continued from page 19
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dysfunction, all of which drive the progression of HFrEF. 
The RALES trial evaluated spironolactone use against 
placebo in HFrEF, and was terminated early due to the 
clear benefit of spironolactone in reducing mortality rates, 
HF-related hospitalization, and severity of symptoms.14 
The EMPHASIS-HF trial demonstrated similar mortality 
benefits of eplerenone.15 Additionally, the EPHESUS trial 
showed reductions in morbidity and mortality with the use 
of eplerenone in post-MI left ventricular dysfunction.16

Because spironolactone is a nonselective antagonist, 
adverse effects are far more common than with eplerenone. 
Spironolactone, being structurally similar to progesterone, 
increases the production of estradiol, sometimes causing 
gynecomastia or amenorrhea. Adverse events common to 
both MRAs include hyperkalemia and hypotension. MRAs 
should be dose-adjusted based on renal function, and 
potassium supplements should be discontinued, especially 
if concurrently taking an ACE inhibitor or ARB. 

Diuretics
Although they have not been reliably shown to affect 

mortality or hospital readmission rates in patients with 
HF, diuretics are the most useful medications in controlling 
fluid retention associated with HFrEF.9 The preferred class 
is loop diuretics (e.g. furosemide), which act by inhibiting 

sodium and chloride reabsorption in the thick ascending 
limb of the loop of Henle. There is no specific target 
dose of diuretic therapy. Rather, for any patient with 
fluid retention, diuretic therapy should be initiated at low 
doses and increased as tolerated while monitoring weight 
daily. Thiazide diuretics (e.g. hydrochlorothiazide) have 
a less significant effect on fluid retention, but may be the 
preferred diuretic if blood pressure remains above goal 
after titration of all mortality-reducing medications to 
their target doses. Additionally, if fluid retention remains 
an issue despite maximal dosing of loop diuretics, thiazides 
may be added to the regimen for their complementary 
effect.9

Adverse effects of loop diuretics include dehydration, 
orthostatic hypotension, acute kidney injury, and a variety 
of electrolyte abnormalities (hypokalemia, hyponatremia, 
hypocalcemia). Periodic monitoring of weight, electrolytes, 
and renal function should be performed as deemed 
appropriate for the patient. Importantly, caution should be 
taken with initiating diuretic therapy in patients with gout, 
as both loop and thiazide diuretics can increase serum uric 
acid levels and precipitate gout flares.

continued on page 22
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Vasodilators
Though their role is more limited than other HF 

treatments, vasodilators have been well studied and shown 
to reduce mortality in select populations.1 Specifically, the 
combination of hydralazine and isosorbide dinitrate is 
indicated in African Americans with NYHA class III-IV, or 
any patient who cannot take ACE inhibitors or ARBs. Though 
both act by relaxing vascular smooth muscle, isosorbide 
dinitrate acts in both arteries and veins, while hydralazine 
selectively relaxes arterial smooth muscle. In the V-HeFT 
trials, a statistically significant benefit for mortality and 
HF-related hospital admission was demonstrated in black 
patients, though no difference was seen in white patients.17 
These findings have been corroborated several times, 
including in a 2004 study published in the NEJM.18 There 
have been several proposed mechanisms for this racial 
difference, the most prominent of which being the increased 
incidence of hypertension and lower levels of plasma renin 
and norepinephrine seen in African Americans.

Common adverse effects of this combination include 
headache, dizziness, and palpitations. Of note, the use of 
PDE-5 inhibitors is contraindicated with the use of nitrates 
due to the significant risk of hypotension. 

Angiotensin Receptor Neprilysin Inhibitors (ARNIs)
Perhaps the most promising class of new HF treatments 

is the angiotensin receptor neprilysin inhibitors (ARNIs). 
Per the 2017 ACC/AHA/HFSA focused update of the 2013 
guidelines, ARNIs are indicated for patients with HFrEF at 
NYHA class II-III already on BB therapy who can tolerate 
ACE inhibitor or ARB therapy. Further, this update also 
recommends replacement of ACE inhibitor or ARB therapy 
with ARNI therapy for further morbidity and mortality 
reduction. The only ARNI currently available is sacubitril/
valsartan. Alongside the ARB valsartan, sacubitril works 
to inhibit neprilysin, an endopeptidase which degrades 
natriuretic peptides, bradykinin, and substance P. 
By increasing the levels of these substances, sacubitril 
decreases vasoconstriction, myocardial remodeling, and 
sodium retention. Its combined formulation with an ARB is 
important to prevent sacubitril-mediated RAAS activation. In 
the PARADIGM-HF trial, sacubitril-valsartan was compared 
against enalapril in patients with HFrEF to measure its 
effect on mortality and HF-related hospitalization.19 The 
study was stopped early due to a clear statistical advantage 
in mortality and HF hospitalization rate in the ARNI group.

Adverse events of ARNIs include hyperkalemia, 
hypotension, persistent elevation in serum creatinine, 
acute kidney injury, cough, and angioedema. ARNIs should 
not be concomitantly given with ACE inhibitors, and are 
contraindicated in patients with a history of angioedema. 

Ivabradine
Ivabradine, along with the ARNIs, is one of the newest 

medications for the treatment of HF. It is indicated in 
patients in sinus rhythm with stable NYHA class II-III HFrEF 
with EF less than 35% whose heart rate remains above 70 
bpm and cannot tolerate the target dose of BB. It works 
by inhibiting the “funny current”, or I(f ) channel, which 
decreases the frequency of sinus node depolarization, thus 
slowing the heart rate. In the SHIFT trial, ivabradine usage 
was associated with reduced cardiovascular death and 
HF-related hospitalizations compared to placebo.20 Later 
studies found this effect to be dependent on BB dosage, 
with only patients taking less than 50% of the target dose 
of BB showing this benefit.21 Conversely, ivabradine was 
found to have no significant benefit when compared against 
placebo in patients taking 50% or more of the target dose of 
BB. Knowing the well-established mortality benefit of BBs, 
it is important to titrate BBs to their target or maximally 
tolerated dose prior to utilizing ivabradine. 

Adverse effects of ivabradine include symptomatic 
bradycardia, atrial fibrillation, and visual changes. Ivabradine 
should be avoided in patients with hypotension, third-degree 
AV block, sick sinus syndrome, or severe hepatic impairment. 

Digoxin
Though it has largely fallen out of favor for the treatment 

of HF, digoxin remains a useful medication to control 
symptoms and quality of life in difficult-to-control HFrEF.1 
Originally isolated from the foxglove plant, digoxin acts 
as a cardiac glycoside to inhibit the Na-K ATPase pump 
in the myocardium, leading to positive inotropy and mild 
downregulation of the RAAS and sympathetic drive. Though 
digoxin has never been shown to decrease mortality in HFrEF, 
it has been associated with improved symptom severity and 
exercise capacity.22,23

The decreased utilization of digoxin is largely related to 
its side effect profile and the availability of better-tolerated 
options. However, side effects are generally dose dependent, 
and digoxin can be utilized with appropriate supervision. 
Adverse effects are uncommon if serum levels are maintained 
within the therapeutic range, but can include dizziness, 
headache, nausea, and diarrhea. Digoxin toxicity can occur 
and typically presents with cardiac toxicity (AV blockade), 
CNS effects (visual changes, dizziness, anxiety), and GI 
distress (abdominal pain, nausea, vomiting, anorexia). 
When using digoxin, serum trough levels should be regularly 
monitored to ensure dosing in the therapeutic range, and 
dose adjustments should be made for those with renal 
dysfunction. 

continued on page 24
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Nonpharmacologic Management
While there is no definitive recommendation on home 

exercise regimens for patients with HF, there is well-
documented benefit associated with exercise-based 
rehabilitation programs for those with HF.24 In a 2014 
Cochrane review that examined 47 randomized controlled 
trials, exercise-based rehabilitation was associated with 
significantly reduced all-cause and HF-related admissions, 
as well as increased quality-of-life scoring on a validated 
measurement tool. While there was no statistically 
significant reduction in mortality risk at 12 months, the 
few trials with follow up periods longer than 12 months 
demonstrated a nonsignificant trend towards mortality 
reduction.24 

Patients with HF are very commonly advised to restrict 
their sodium intake, though the data in fact do not provide 
reliable evidence that this positively affects outcomes. 
In a 2016 retrospective cohort study that examined 
sodium-restricted and non-sodium-restricted groups, 
sodium restriction was associated with a significantly 
higher composite risk of death or HF hospitalizations 
(HR 1.85, p= 0.004), as well as a nonsignificant increase in 
cardiac death and all-cause mortality.25 Though subgroup 

analyses revealed significant differences in baseline group 
characteristics, there remain no high-quality randomized 
controlled trials that have consistently shown either 
benefit or harm associated with sodium restriction. 

Management of Comorbidities
Several iterations of the ACC/AHA guidelines have 

extensively detailed the importance of optimally 
managing several common comorbid conditions, including 
hypertension, hyperlipidemia, diabetes, obstructive sleep 
apnea, and tobacco use.1 Detailed review of these topics 
is outside the scope of this article, but remains of high 
importance. However, it is worth specifically emphasizing 
the importance of diligent history-taking and counseling 
on alcohol consumption. While moderate alcohol 
consumption has been associated with decreased risk of 
incident HF and myocardial infarction, heavy alcohol use 
can contribute to progression and worsening of HF.26,27

Prophylactic ICD placement is recommended in patients 
with a LVEF of less than or equal to 35% and with symptoms 
qualifying them for NYHA class II to III HF. Ideally, 
this is considered after the implementation of 6 months 
of optimal medical therapy. Cardiac resynchronization 

Table 39

Medication Starting dose Target dose
Beta Blockers   

Carvedilol 3.125 mg BID 50 mg BID

Bisoprolol 1.25 mg daily 10 mg daily

Metoprolol succinate 12.5 mg daily 200 mg daily

ACE Inhibitors   

Captopril 6.25 mg TID 50 mg TID

Enalapril 2.5 mg BID 20 mg BID

Lisinopril 5 mg daily 40 mg daily

ARBs  

Losartan 25 mg daily 150 mg daily

Valsartan 40 mg BID 160 mg BID

Candesartan 8 mg daily 32 mg daily

MRAs  

Spironolactone CrCl<50: 12.5 mg q48h, CrCl>50: 12.5 mg daily CrCl<50: 12.5-25 mg daily, CrCl>50: 12.5 mg daily or BID

Eplerenone CrCl<50: 25 mg q48h, CrCl>50: 25 mg daily CrCl<50: 25 mg daily or BID, CrCl>50: 50 mg daily

Vasodilators   

Hydralazine 25-50 mg TID-QID 100 mg TID

Isosorbide Dinitrate 20-30 mg TID-QID 40 mg TID

ARNIs  

Sacubitril/valsartan 49 mg/51 mg BID 97 mg/103 mg BID

I(f) Inhibitors   

Ivabradine 5 mg BID 7.5 mg BID

continued from page 22
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therapy is indicated in patients with an EF of less than 
or equal to 35% with widened QRS of over 120 ms and 
symptoms qualifying them for NYHA class II to III HF
despite maximal medical therapy.28  

Hospital Admission and Readmission
One of the greatest hurdles in heart failure management, 

particularly in its later stages, is prevention of hospital 
admission and readmission. The overall readmission 
rate for HF is one of the highest, around 26%. Reasons
for readmission are multifactorial, ranging from
noncompliance with medication and diet, to poor patient 
education and lack of psychosocial support. Regardless of 
its etiology, multiple readmission reduction strategies have 
been studied and are recommended, including the referral 
to multidisciplinary heart failure clinics. In addition, close
post discharge follow-up is of vital importance.  Home 
health visiting nurses can monitor medication compliance 
and symptom management.  Home tele-monitoring allows
the physician to manage symptoms remotely, particularly in 
patients who have poor access to transportation or limited
mobility. Cardiac rehabilitation and exercise training have 
been shown to improve quality of life. Lastly, dietary
counseling is important in educating patients on how to 
follow a heart healthy diet.4,5

What’s New?
There are multiple new treatment options, currently 

in various stages of clinical trials. In March of this year,
the FDA approved The Optimizer Smart system, which is
a combination of an implantable pulse generator inserted 
under the skin and connected to leads that are then 
implanted into the heart. The device is then programmed to
deliver impulses that effectively improve cardiac output and 
the inotropic function of the failing heart.29 Additionally,
there are multiple trials underway investigating novel 
pharmacologic therapies. For example, the vasodilators,
Vericiguat and Nitroxyl, are oral medications that increase
cGMP production, thus decreasing peripheral vascular
tone and resulting in both decreased pre-load and after-
load.30 The Inotropic agent, Omecamtiv mecarbil, a 
myosin activator, prolongs the duration of systole, thereby 
increasing stroke volume.29,30 Gene therapy continues to
show promise:  from the regulation of gene expression which
prevents cardiac hypertrophy to the balanced regulation 
of calcium levels within the myocardium, gene therapy
remains a promising option and bestows great hope for the 
future of HF management.31
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Benefits of Yoga, Tai Chi and Qi Gong 
for Health and Wellness

BY MARY ANN BARNES, MD

Yoga, Tai Chi, and 
Qi Gong are integrative 
therapies that combine 
stretching, strengthening, 
balance and mindfulness 
(or meditation).  They are 
commonly referred to as 
meditative movement 
practices.  There are 
increasing numbers 
of studies showing 
effectiveness for common 

conditions with use of these modalities.  These will be 
discussed in this article following a brief introduction of the 
practice.

Yoga is an Ayurvedic practice combining postures 
(called asanas) with mindfulness rooted in ancient Indian 
philosophy.   There are many types of yoga, with hatha yoga 
being the most commonly practiced in the US.  A 2012 study 
showed that Americans do yoga to reduce stress, increase 
exercise, and reduce risky behaviors (e.g. tobacco and alcohol 
use, and improve dietary compliance).  School-based yoga 
practice helps improve mindfulness and reduce stress.  As 
research has expanded in integrative medicine, there is now 
evidence that yoga improves general well-being, low back 
and neck pain, and improves quality of life with weaker 
evidence for headaches, arthritic pain, fibromyalgia, and 
weight loss,.  There is also some evidence that it can reduce 
tobacco cravings and menopausal symptoms.  

To prevent potential injuries, it is recommended that 
patients be trained with the guidance of a qualified instructor 
and advance to extreme practices, such as head and shoulder 
stands, only when suggested by the instructor.  Hot yoga, 
called Bikram yoga, also has risks of heat related illnesses.  

Qi Gong originated in ancient China, with references in 
the Yellow Emperor’s Text 5,000 years ago.  It was practiced to 
improve health and extend longevity, combining movement 
with mindfulness, and breath exercises. Tai Chi was originally 
a martial art, being developed about 2,000 years ago.  It 
also combines movement, meditation and breath work.  Its 
movements are defensive when done rapidly.  These systems 
are very similar, the most significant differences being the 

focus of Qi Gong on one benefit (longevity) and Tai Chi 
having a lengthier and more highly choreographed series of 
movements.

Tai Chi has more evidence for medical benefit currently, 
but research in Qi Gong is beginning to expand.  Tai Chi has 
been shown to reduce falls and fear of falling, and improve 
balance, including in Parkinson’s disease,.    There is more 
evidence for Tai Chi for treatment of pain syndromes, 
including knee osteoarthritis,, fibromyalgia, and back pain.  
However, a 2012 randomized trial on Qi Gong showed benefit 
in fibromyalgia patients for pain reduction, sleep, activities of 
daily living and mental function.  

These ancient modalities have been recommended 
as first- or second-line therapies for low back pain by the 
American College of Physicians.  Evidence for these therapies 
has expanded as integrative therapies have been better 
funded and researched in the last couple of decades, with 
more research underway.  Challenges to participation in 
these therapies include physical access and lack of insurance 
coverage.  However, in this author’s experience, patients’ 
participation in these group activities is worth extra effort, as 
they can impact physical and mental health beneficially, and 
increase socialization in the elderly population.

continued on page 30
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