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There is compelling clinical trial evidence that �-blocker therapy reduces the
risk of hospitalization and substantially improves survival in patients with
heart failure.1-4 Despite this evidence, as well as national and international

clinical guidelines recommending �-blocker treatment in patients with heart
failure due to systolic dysfunction, a number of studies have documented low
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Patients with heart failure face a very high risk of hospitalizations and mortality.
Despite the compelling scientific evidence that ß-blockers reduce hospitalizations and
mortality in patients with heart failure, this lifesaving therapy continues to be underutilized.
A number of studies in a variety of clinical settings have documented that a significant
proportion of patients with heart failure are not receiving treatment with this guideline-
recommended, evidence-based therapy when guided by conventional care. A similar
treatment gap has been documented for lipid-lowering therapy in patients with coronary
heart disease. The demonstration that initiation of lipid-lowering and other cardioprotective
medications prior to hospital discharge for atherosclerotic cardiovascular events results in
a marked increase in treatment rates, improved long-term patient compliance, and better
clinical outcomes has led to national guidelines being revised to endorse this approach
as the standard of care. In-hospital initiation of ß-blocker therapy for heart failure could
be reasonably expected to result in similar improvements in treatment rates and clinical
outcomes. Recent data suggest that ß-blockers can be safely and effectively initiated in
heart failure patients prior to hospital discharge, and that clinical outcomes are improved.
Adopting in-hospital initiation of ß-blocker therapy as the standard of care for patients
hospitalized with heart failure could dramatically improve treatment rates and thus sub-
stantially reduce the risk of future hospitalizations and prolong life in the large number
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treatment rates in this patient popu-
lation.5-7 The conventional approach
to starting �-blocker therapy in
patients with heart failure was to
delay initiation of therapy until a
period of outpatient clinical stability.8

In general, �-blockers have not 
been started in heart failure 
patients during hospitalization.
Unfortunately, in the majority of
heart failure patients, �-blocker
therapy is not initiated during out-
patient follow-up.

This “treatment gap” in heart fail-
ure is parallel to the treatment gap
that has existed with the use of
lipid-lowering therapy in patients
with coronary heart disease (CHD).9

The conventional approach to the
initiation of lipid-lowering therapy
was not to start therapy in-hospital
for patients with CHD; instead the
national guidelines recommended
waiting until the patient was metabol-
ically stable as an outpatient.10 Based
on scientific evidence demonstrating
that the in-hospital initiation of
lipid-lowering medications resulted

in a marked increase in treatment
rates, improved long-term patient
compliance, and improved clinical
outcomes, this approach has been
integrated into the National
Cholesterol Education Program Adult
Treatment Panel III (NCEP ATP-III)
and American Heart Association/
American College of Cardiology
(AHA/ACC) Secondary Prevention
Guidelines and is now considered
the standard of care.11-13

The underuse of �-blocker therapy
in patients with heart failure repre-
sents a major clinical practice and
public health issue, just as the
underuse of lipid-lowering therapy

in patients with CHD does. As such,
a similar approach may be required
to bridge the �-blocker treatment gap
in heart failure. This article reviews
the rationale for in-hospital initiation
of �-blockers in heart failure, reviews
successful programs that have been
demonstrated to improve treatment
rates, and presents the evidence sup-

porting this becoming the standard
of care in patients hospitalized with
heart failure.

The Gap in Applying Guideline-
Recommended Therapy in
Coronary Heart Disease
Patients with CHD remain at high
risk for recurrent cardiovascular
events and mortality. Despite the
wealth of scientific evidence and
guideline recommendations regard-
ing risk reduction, there has been an
extensive body of evidence docu-
menting that CHD patients have
been receiving inadequate treatment
to reduce their risk of cardiovascular

events and that guidelines have
been failing to fulfill their pur-
pose.9,14–16 A study of over 138,000
patients enrolled in the National
Registry of Myocardial Infarction
found that only 31.7% of patients
hospitalized with an acute myocardial
infarction (MI) received lipid-lower-
ing therapy upon discharge.14

Underuse was seen in both men and
women and across all age groups.

The treatment gap that begins in
the hospital under conventional
management continues on an out-
patient basis. The Quality Assurance
Project (QAP) analyzed treatment
rates in 48,586 outpatients with
documented CHD from 140 medical
practices (80% cardiology) and found
that only 39% of these patients were
treated with lipid-lowering medica-
tions, and only 11% were document-
ed to have low-density lipoprotein
(LDL) cholesterol of 100 mg/dL 
or less.15 In the Lipid Treatment
Assessment in Practice (L-TAP) study,
only 18% of outpatients with CHD
treated for hyperlipidemia had LDL
cholesterol below 100 mg/dL.16

Together, these studies demonstrate
that under conventionally guided
management, regardless of the health

In the majority of heart failure patients, ß-blocker therapy is not initiat-
ed during outpatient follow-up.

Table 1
Barriers to Implementing Cardioprotective Therapies in 

Patients with Cardiovascular Disease 

■ Physicians focused on acute problems

■ Time constraints and lack of incentives, including lack of reimbursement

■ Lack of physician training including inadequate knowledge of benefits and lack
of prescription experience

■ Lack of resources and facilities

■ Lack of specialist-generalist communication, passing on responsibility

■ Costs of therapy, inadequate prescription medication benefits, restrictive formularies

■ Guidelines that call for delaying initiation of therapy and call for multiple steps,
time points, and treatment options 
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care delivery system, an unaccept-
ably large number of CHD patients
were left untreated and undertreated
with lipid-lowering therapy. Barriers
to implementing lipid-lowering
therapy in patients with CHD were
highlighted at the 27th Bethesda
Conference of the American College
of Cardiology.17 The barriers includ-
ed physicians being focused on
acute problems, time constraints
and lack of incentives, lack of train-
ing, and poor communication
between specialists and primary care
physicians (Table 1).

Provider awareness of the NCEP
guidelines has been shown not to be
sufficient to ensure effective imple-
mentation of lipid-lowering treat-
ment. In the L-TAP study, 95% of the
surveyed physicians reported that
they were knowledgeable about the
NCEP guidelines, and 65% reported
that they follow the guidelines with
most patients, yet only 18% of out-
patients with CHD being treated 
for hyperlipidemia by these physi-
cians had LDL cholesterol below
100 mg/dL.16

It has more recently been recog-
nized that the setting in which
treatment is initiated may be a very
important factor influencing treat-
ment rates.11 Past treatment guide-
lines and algorithms such as NCEP
ATP-I and ATP-II recommended
delaying baseline lipid assessment
and treatment until 6 weeks after
acute presentation, recognizing that
the acute phase response triggered by
acute myocardial infarction and
coronary artery bypass grafting can
substantially lower total and LDL
cholesterol.10 There was also con-
cern that these patients were not
metabolically stable and that the
early use of lipid-lowering therapy
might be harmful.10 As a result, the
first opportunity for beginning
treatment was delayed to a time
when the patient might have felt

that he or she was no longer at risk
for recurrent events. The failure of
cardiologists and other in-patient
physicians to initiate therapy during
a period of hospitalization may
have lead to long-term management
problems in the outpatient setting.
Indeed, patients, their family mem-
bers, and primary care physicians
likely perceive inadequate treatment
received in the hospital as a lack of
endorsement for the cardioprotec-
tive medications.9

Does In-Hospital Initiation 
of Lipid-Lowering and Other
Cardioprotective Therapy
Improve Treatment Use and
Clinical Outcomes?
Although overwhelming clinical
trial evidence demonstrated that
lipid-lowering drug therapy was
associated with a significant reduc-
tion in clinical events, recommen-
dations for when to initiate drug
therapy were controversial.18 A lack

of data concerning therapeutic ben-
efits, associated risks, and the costs
involved in early versus delayed drug
treatment added to this controver-
sy.10,18 Indeed, the majority of clinical
trials of statins in patients with
CHD, for example the Scandinavian
Simvastatin Survival Study (4S), ini-
tiated therapy not less than 3 months
after an acute event.19 Studies had
shown that lipid levels are lowered
following a cardiovascular event,
leading to the recommendations in
NCEP ATP-I and II that lipid levels
should not be assessed until 6 weeks
after an event.10 In addition, con-
ventional wisdom was that patients
hospitalized for a cardiovascular
event or procedure are too distracted

and overwhelmed for secondary
prevention measures to be initiated.10

Whereas it was standard practice to
delay the use of lipid-modifying
medications in patients with athero-
sclerotic vascular disease, recent evi-
dence has demonstrated that in-hos-
pital initiation provides substantial
benefits with respect to patients’
long-term compliance with their
treatment and the likelihood of their
achieving lipid treatment targets.11,18

Proof of concept that in-hospital
initiation of lipid-lowering and
other cardioprotective medications
improves treatment rates and 
long-term patient compliance 
was provided by the University 
of California, Los Angeles, Cardio-
vascular Hospitalization Athero-
sclerosis Management Program
(CHAMP).11 This program, initiated
in a university hospital setting in
1994, focused on initiation of aspirin,
statin (titrated to achieve LDL cho-
lesterol below 100 mg/dL), �-blocker,

and angiotensin-converting enzyme
(ACE) inhibitor therapy in conjunc-
tion with dietary and exercise coun-
seling in patients with established
CHD prior to hospital discharge.
Preprinted orders, care maps, dis-
charge forms, physician/nursing
education, and treatment utilization
reports were employed to facilitate
program implementation.

Lipid-lowering medication use at
the time of discharge increased from
6% before initiation of the program
to 86% after CHAMP was implement-
ed (P < .001).11 Improved utilization
of aspirin, �-blockers, and ACE
inhibitors was also observed (Table 2).
Significantly, the in-hospital initia-
tion of lipid-lowering medications

The setting in which treatment is initiated may be a very import factor
influencing treatment rates.
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had a dramatic effect on long-term
treatment rates and patient compli-
ance. With CHAMP, 1 year after hos-
pital discharge 91% of CHD patients
were treated with statins and 58%
were documented to have LDL cho-
lesterol under 100 mg/dL, compared
with 10% and 6%, respectively, with
conventional management before
CHAMP was implemented (P < .01).
This improved use of lipid-lowering
medications, along with other car-
dioprotective therapies, was associ-
ated with a significant reduction in
clinical events in the first year after
discharge: the death and nonfatal
myocardial infarction rate decreased
from 14.8% to 7.3% (odds ratio
0.43; P < .01) (Figure 1).11 These
improved treatment rates have been
sustained over an 8-year period.20

The data generated by CHAMP sug-
gest that postponing the initiation of
lipid-lowering therapy by several
weeks or months following a cardio-
vascular event may reduce drug com-
pliance and could contribute to the
mismanagement of cardiovascular
event risk reduction. Hospitalization
can thus serve as a teaching moment

for patients and their physicians
regarding the importance of cardio-
protective therapy to their long-term
cardiovascular health.18

The CHAMP results have now
been replicated in other hospital set-
tings. In an integrated health system

of 10 hospitals, this model of care
increased the statin treatment rate
at discharge after CHD-related hos-
pitalization from 18% at baseline
(1994–1997) to 88% postintervention
(1999–2000).21 One-year readmis-
sion rates and 1-year mortality rates
were also significantly reduced. The
American Heart Association has
recently launched a national pro-
gram called Get With the Guidelines
based on CHAMP. In a pilot phase
conducted in 24 New England hos-
pitals in the year 2000, the use of
lipid-lowering therapy increased
from 54% pre-intervention to 78%
post-intervention (P < .01).22 Hospital-
based systems for implementing 
cardioprotective therapy have been
demonstrated to be equally successful
in the university and community,
teaching and nonteaching, and urban
and rural settings. The NCEP-ATP III,
AHA/ACC Secondary Prevention
2001, and ACC/AHA Acute

Coronary Syndromes 2002 guide-
lines recommend in-hospital initia-
tion of lipid-lowering medications
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Figure 1. Clinical event rates during the first year after discharge in patients before and after the Cardiovascular
Hospitalization Atherosclerosis Management Program (CHAMP) study intervention. * P < .05 vs pre-CHAMP.

The American Heart Association has recently launched a national program
called Get With the Guidelines.

Table 2
Treatment Rates at Hospital Discharge and at 

1-Year Follow-Up with the Cardiovascular Hospitalization 
Atherosclerosis Management Program (CHAMP)

Pre-CHAMP (n = 256) Post-CHAMP (n = 302)

Therapy Discharge 1 Year Discharge 1 Year

Aspirin 78% 68% 92% 94%

Beta-Blocker 12% 18% 61% 57%

ACE Inhibitor 4% 16% 56% 48%

Statin 6% 10% 86% 91%

LDL < 100 – 6% – 58%
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in appropriately selected patients
hospitalized with cardiovascular dis-
ease.12,13 Thus in-hospital initiation
of lipid-lowering therapy is now 
recommended as the standard of
care in patients with CHD.

Beta-Blocker Therapy for
Heart Failure
There is compelling clinical trial evi-
dence that all patients with heart
failure due to left ventricular systolic
dysfunction, from asymptomatic left
ventricular dysfunction to class IV
symptoms, of any etiology should
be treated with �-blocker therapy in
addition to ACE inhibitors, in the
absence of contraindications.23 Beta-
blocker therapy in heart failure
reduces mortality by 34%–35%,
with additional benefits including
reductions in hospitalizations, sudden
death, and myocardial infarction.2-4

National and international guide-
lines recommend �-blocker therapy
as the standard of care in patients
with heart failure.23,24

Whereas the clinical outcome trials
of ACE inhibitors in heart failure
studied outpatient initiation of thera-
py, it has become standard practice to
initiate and dose-adjust ACE inhibitor
therapy during hospitalization for
decompensated heart failure.23 In
contrast, initiation of �-blocker
therapy has conventionally been
delayed until the heart failure patient
was discharged and demonstrated to
be stable as an outpatient for 2–4
weeks.8 Concern existed that early
initiation of even low-dose �-blocker
therapy in patients during hospi-
talization could destabilize the
patient.25 It was also felt that it took
a few months before the benefits of
�-blocker therapy were realized.

The Gap in Applying
Guideline-Recommended
Therapy in Heart Failure
Despite the wealth of scientific 

evidence and guideline recommen-
dations regarding the benefits of 
�-blockers in patients with heart
failure, there is an extensive body of
evidence documenting that the 
conventional approach to initiating
�-blockers has left the majority of
heart failure patients untreated with
this lifesaving treatment.5-7 In a 
registry study of patients with left
ventricular ejection fraction of 0.35
or below from 105 study centers in
eight countries in North America
and Europe, only 26% of patients
were being treated with �-blockers.5

Of the 5010 patients with NYHA
Class II-IV heart failure due to sys-
tolic dysfunction enrolled in the
Valsartan Heart Failure Trial (Val-
HeFT), only 35% were being treated
with �-blockers.6 In a study of
patients with heart failure referred
to a university hospital heart failure
disease management program, 52%
of patients were taking �-blocker
therapy.7 In a registry study conduct-
ed in 33 university hospitals in 2000,
only 28% of patient hospitalized
with decompensated heart failure
who had a prior history of heart fail-
ure were receiving �-blocker therapy
as part of their heart failure regimen
prior to hospitalization.26

Together, these studies demon-
strate that under conventionally
guided management regardless of
the health care delivery system, an
unacceptably large number of heart
failure patients are left untreated
with �-blocker therapy. Given the
substantial number of patients at
risk and the benefits of therapy,
there is an urgent need to adopt
effective strategies that will improve
the number of heart failure patients
who are being effectively treated
with �-blocker therapy. Treatment
rates in patients participating in
heart failure disease management
programs have been higher than rates
seen with conventional outpatient

management.5,7,26 This would seem
to indicate that �-blocker medication
use is impacted by physician educa-
tion and the process of care in place
within the health care delivery sys-
tem and thus could be favorably
impacted by educational initiatives,
quality improvement programs, and
treatment systems.

Safety and Efficacy of 
Beta-Blockers in Heart 
Failure Patients with 
Recent Decompensation
Although there had been concern
among many physicians that patients
with recent decompensation and/or
severely symptomatic heart failure
would not tolerate the initiation of 
�-blocker therapy, recent clinical trial
evidence demonstrates that treat-
ment of these patients is both 
safe and effective. The Carvedilol
Prospective Randomized Cumulative
Survival Study (COPERNICUS) stud-
ied the impact of �-blockade in
patients with severe heart failure
symptoms. This trial enrolled 2289
patients with heart failure symp-
toms at rest or on minimal exertion
and an ejection fraction of under
25%.4 The study drug could be started
while the patient was still hospital-
ized, but the patients could not be
in a CCU/ICU or have been on
intravenous inotropic agents in the
previous 4 days.

Treatment with carvedilol resulted
in a significant 35% reduction in 
all-cause mortality rates and a sig-
nificant reduction in the combined
risk of death or hospitalization in this
severely symptomatic heart failure
population. Benefits were seen across
all subgroups of patients examined,
including patients with recent
and/or recurrent decompensation
and those with left ventricular 
ejection fraction below 0.20.4

Carvedilol was very well tolerated 
in this severe heart failure patient
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population, with more patients
withdrawn from the placebo group
due to adverse events than from the
carvedilol group.4

The COPERNICUS trial thus
demonstrated that therapy could be
safely and effectively initiated,
including in hospitalized patients,
after initial stabilization. Although
patients with acutely decompensated
heart failure and those dependent on
intravenous inotropic medications
should not have �-blockers initiated
until they are in a compensated
state on oral agents, this frequently
occurs within a few days of hospital-
ization.4 Thus in-hospital initiation
of �-blocker therapy can be consid-
ered in the vast majority of patients
hospitalized with heart failure but
who have achieved clinical stability.
Current guidelines also recommend
that for patients admitted to the
hospital with acutely decompensat-
ed heart failure who were previously
receiving �-blockers, therapy may be
continued during the hospitalization
as long as the patient is not in car-
diogenic shock or showing signs of
systemic hypoperfusion.23 Thus in-
hospital continuation of �-blockers
in patients hospitalized with heart
failure is already a recommended
clinical practice standard.

In-Hospital Initiation of 
Beta-Blocker Therapy for
Heart Failure
Just as it has proved an effective
approach for improving the use of
lipid-lowering therapy in CHF, in-
hospital initiation of �-blockers
would be expected to be effective for
heart failure patients (Table 3).
Institution of �-blocker therapy in
the inpatient setting for patients
hospitalized with decompensated
heart failure has a number of poten-
tial advantages over outpatient initi-
ation. Measurement of ventricular
function, if not previously performed,

can be systematically integrated
into the diagnostic testing performed
during cardiac hospitalization
through the use of preprinted orders
and care maps. The fact that in the
COPERNICUS trial patients with
severe, chronic heart failure (includ-
ing in-hospital stabilized patients)
tolerated initiation of carvedilol,
without an early hazard and with
evidence of a reduction in death and
hospitalization in the first 8 weeks,
removes a perceived barrier to initiat-
ing �-blocker therapy in the hospital
setting.4 The structured setting within
the hospital can facilitate the initia-
tion of �-blocker treatment through
the use of physician prompts 
and reminders such as care maps,
preprinted order sets, discharge
forms, and involvement of other
health care professionals. Hospital-
based initiation of therapy may help
to alleviate patient concerns regard-
ing initial �-blocker tolerability and
side effects. Linking the initiation of
�-blocker and other heart failure
medications to the patient’s hospi-
talization conveys the message that
this therapy is essential for the pre-
vention of recurrent hospitalizations

and is an essential part of the patient’s
long-term treatment.

Other evidence provides support
to the concept that in-hospital of
initiation of �-blocker medications
could be a more effective way to
ensure that treatment is started and
continued. It has been demonstrated
that ACE inhibitors initiated at the
time of hospitalization as part of 
a disease management program
resulted in higher utilization rates at
6 months as compared to treatment
utilization rates in conventionally
managed outpatients.27 The use of
an institutional heart failure dis-
charge medication program in 10
hospitals and 19,083 patients with-
in an integrated health care system
has been shown to increase ACE
inhibitor use at time of discharge
from 65%–95%.28 Rates of readmis-
sion were reduced from 46.5% to
38.4% and mortality from 22.7% to
17.8% at 1-year follow-up.28 Although
the randomized trials of ACE
inhibitors in heart failure involved
only outpatients with heart failure,
recognition of the safety and
improved treatment rates with in-
hospital initiation of ACE inhibitors

Table 3
Parallels Between In-Hospital Initiation of Lipid-Lowering Medications 

for Atherosclerotic and Beta-Blockers for Heart Failure

Lipid Lowering for Cardiovascular Disease Beta-Blockers for Heart Failure

Overwhelming clinical trial evidence Overwhelming clinical trial evidence

Large treatment gap Large treatment gap

Concerns about metabolic stability Concerns about physiologic stability
(therapy well tolerated) (therapy well tolerated, with appropriate

dosing)

Concerns about safety of in-hospital use Concerns about safety of in-hospital use
(safety demonstrated) (safety demonstrated)

Concerns about inappropriate patient Rx Concerns about inappropriate patient Rx
(effective treatment systems) (effective treatment systems)

Question of benefits in-hospital vs delay Question of benefits in-hospital vs delay
(early benefit suggested) (early benefit suggested)
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has led to treatment rates at the
time of hospital discharge to be
deemed a performance indicator for
heart failure care in the Accessing
the Care of Vulnerable Elders project
and by the Joint Commission 
of Accreditation for Hospital
Organizations.29,30

In-hospital initiation of therapy
can also work in a complementary
fashion with outpatient heart failure
disease management programs.27,31

With the initiation of therapy
beginning in the hospital, fewer
titration steps are necessary to
achieve target doses. Although stud-
ies have demonstrated that patients
managed in heart failure disease man-
agement programs have improved
treatment rates with ACE inhibitors
and �-blockers, these systems are
often applied to a selected patient
population representing only a
small proportion of the patients
with heart failure being cared for in
the health care delivery system from
which the patients were drawn.7,31

In-hospital initiation of therapy can
help to ensure that �-blocker therapy
is started in patients who will not
have access to specialized outpatient

heart failure disease management
programs. Outpatient systems to
ensure appropriate monitoring of
patients and uptitration of medical
therapy to target doses remain
essential for these patients who will
not be followed in a heart failure
management program, but they
would still be expected to be better

off on low doses of �-blockers than
never having this therapy initiated.32

Early Benefits of Beta-Blocker
Treatment
Beyond the long-term benefits of
improved treatment use, in-hospital
initiation of �-blocker therapy may
also be associated with an early ben-

Main Points
• Evidence shows that heart failure patients and coronary heart disease patients have been receiving inadequate treatment

to reduce their risk of cardiovascular events and that guidelines have been failing to fulfill their purpose.

• Past treatment guidelines recommended delaying coronary heart disease treatment with lipid-lowering medications and
heart failure treatment with �-blockers until many weeks after hospital discharge.

• The failure of cardiologists and other in-patient physicians to initiate therapy during a period of hospitalization may have
lead to long-term management problems in the outpatient setting.

• In-hospital initiation of lipid-lowering and other cardioprotective medications result in a marked increase in treatment
rates, improved long-term patient compliance, and improved clinical outcomes.

• The death and nonfatal myocardial infarction rate in the CHAMP program decreased from 14.8% to 7.3%, and these
improved rates have been sustained over an 8-year period.

• Rates of treatment with �-blockers have been higher in patients participating in heart failure disease management programs
than with conventional outpatient management.

• As �-blocker therapy has now been shown to be safely initiated in-hospital for patients with heart failure and benefits
can be seen within in the first 8 weeks of treatment, hospital-based systems for in-hospital initiation of �-blockers can be
utilized to bridge the heart failure treatment gap.
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Figure 2. Early clinical event rates in the COPERNICUS trial for the overall study patient population and for higher-
risk patients with recent or recurrent decompensation.
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efit in reducing heart failure hospi-
talizations and mortality, one that
could be missed if therapy is
delayed. In COPERNICUS, there was
a reduction in death and hospital-
izations seen in the first 8 weeks in
the overall patient cohort and in
patients with recent and/or recurrent
decompensation (Figure 2).4 Early
initiation of carvedilol therapy was
safe and well tolerated, with no 
difference in the withdrawal rate
between carvedilol and placebo
treatment.4 As patients discharged
after decompensated heart failure are
at high risk for recurrent hospitaliza-
tion and fatal events,33,34 early initia-
tion of �-blocker therapy can ensure
that the patient will not miss out 
on the risk reduction provided by 
�-blocker therapy.

As reviewed in this article, it has
been clearly documented that not
enough has been done to ensure the
use of �-blockers in patients with
heart failure. Projecting available
data nationwide, in the year 2001
there were over 400,000 potentially
eligible patients discharged home
without �-blocker therapy after
being hospitalized with heart failure
due to systolic dysfunction. Under
conventional management, fewer
than 25%–50% of these patients will
be started on �-blocker therapy on
an outpatient basis. A review of the
evidence from recent trials and clin-
ical studies provides a compelling
argument for implementing �-blocker
therapy in-hospital as part of a sys-
tematic approach to addressing the
underlying pathophysiology of heart
failure. With optimal use of �-blocker
therapy in heart failure patients, as
many as 21,000 additional lives
could be saved each year.

Conclusions
Despite compelling scientific evi-
dence of the benefits of �-blocker

therapy, a substantial proportion of
heart failure patients are not on this
treatment. Applying hospital-based
systems to ensure the initiation of
lipid-lowering medications and
other cardioprotective therapies has
been demonstrated to improve
treatment rates, long-term patient
compliance, and clinical outcomes
in patients with CHD. As �-blocker
therapy has now been shown to be
safely initiated in-hospital for
patients with heart failure and ben-
efits can be seen within in the first 
8 weeks of treatment, a similar
approach can be utilized to bridge
the heart failure treatment gap.
Widespread application of hospital-
based �-blocker treatment initiation
programs for heart failure could dra-
matically increase rates with this
proven, cost-effective therapy and
thus substantially reduce the risk of
recurrent hospitalizations and death
in the large number of patients 
hospitalized with heart failure 
every year.                                    
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