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Heart failure: what’s in a name?

Julie Maclnnes, Principal Lecturer, Cardiac Care, Canterbury Christ Church University, Kent. Email:
julie.macinnes@canterbury.ac.uk

If like me, you shout at the television during hospital dramas when they tell you a ‘patient’ has had a
heart attack when, in fact, they have suffered a cardiopulmonary arrest, you might want to reflect
on this—what’s in a name? Heart failure/HF, cardiac failure/CF, congestive cardiac failure/CCF,
acute heart failure/AHF, chronic heart failure/CHF, left ventricular failure/LVF, left ventricular
systolic dysfunction/LVSD, heart failure with reduced ejection fraction/HF-REF, heart failure with
preserved ejection fraction/HF-PEF, diastolic failure, cardiomyopathy (of which there are four main
types according to the American Heart Association — dilated, hypertrophic, restrictive and
arrhythmogenic right ventricular dysplasia)...you get the idea. The International Classification of
Diseases, 10th volume (ICD-10), published by the World Health Organization (2010), describes heart
failure as congestive, left ventricular or unspecified cardiac, heart or myocardial failure. The term
heart failure, therefore, covers a bewildering array of illnesses for many professionals, patients and
their families. Some of these terms are not mutually exclusive, so patients with heart failure can be
presented with a number of illness diagnoses and acronyms at various points in their illness
trajectory or even simultaneously. This can be aptly illustrated by a quote from a patient, newly
diagnosed with ‘heart failure’:

‘It was “left ventricular systolic dysfunction’, then | got a letter saying “dilated cardiomyopathy,
ischaemic heart disease” and | thought, “that’s a bit different from what I've heard”, so I'm confused
really!” (Maclnnes, 2014).

In addition, many patients with heart failure have associated cardiac conditions, commonly coronary
heart disease/CHD (or should it be ischaemic heart disease/

IHD, or even coronary artery disease/ CAD?) with resulting myocardial infarction (STEMI or NSTEMI
or acute coronary syndrome/ACS?). Many will also have atrial fibrillation/AF or other arrhythmias
(let’s not even get started on those!). As a result, patients’ heart problems can be a complicated
mixture of cause and effect related to different cardiac pathologies. So, why does this matter?
Professionally, we all need to be applying labels accurately and consistently so that we can
communicate effectively with each other and be clear about treatment goals and planned patient
care. However, at least as importantly, we need to be giving consistent messages to patients. This
has a professional and ethical dimension as the Nursing and Midwifery Council (NMC) (2015) Code
tells us we should ‘communicate effectively’ by using ‘terms that people in your care....can
understand’ (7.1) and ‘check people’s understanding...to keep misunderstandings to a minimum’
(7.4). Getting the labels right may also affect clinical outcomes. The ‘common sense model’ of illness
cognitions and behaviour (Leventhal et al, 1980) proposes that beliefs about the identity of the
illness, the label or diagnosis influence coping responses (behaviours). In addition, illness coherence
or the degree to which the illness ‘makes sense’ also influences behaviour. A metaanalysis by Hagger
and Orbell (2003) has demonstrated good support for this theory across a number of acute and long-
term conditions. In the context of heart failure, this means that a clear understanding of what heart
failure is, and its associated symptoms and treatment, may positively influence the adoption of
health-promoting behaviours such as adherence to medication, regular weighing, reduced salt intake
and the selection of other self-care behaviours with potentially improved outcomes for patients
(Maclnnes, 2013). Interestingly, the choice of the term ‘heart failure’ may also have a negative,
emotional impact on patients. A study by



Tayler and Ogden (2005) found that patients whose GPs used the term ‘heart failure’ rather than a
euphemism such as ‘fluid on the lungs as your heart is not pumping hard enough’, reported higher
levels of anxiety and depression and a belief that the illness had more serious consequences. There
needs to be clear, consistent and accurate use of terms across all professional groups—this might be
achieved by keeping up to date with changing terminology through continuing professional
development (CPD) updates and familiarisation with guidelines from organisations such as the
National Institute for Health and Care Excellence (NICE), conference proceedings and professional
journals, for example. We need to take care to use terms accurately in our discussions with patients,
avoiding any jargon and acronyms. We need to take the time to clearly explain what is being
discussed, seeking confirmation of understanding and correcting any misconceptions. However, we
also need to be mindful of the effect such terminology may have on our patients.
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