CHS CARDIAC EVENTS CRITERIA

1.
Myocardial Infarction

Myocardial Infarction is defined as the death of part of the myocardium due to an occlusion of a coronary artery from any cause, including spasm, embolus, thrombosis, or the rupture of a plaque.  The CHS algorithm for classifying myocardial infarction includes elements of the medical history, results of the enzyme determinations, and electrocardiogram readings.

For classification as definite myocardial infarction the participant must have ONE of the following:

· An evolving diagnostic ECG pattern

· A diagnostic ECG pattern and abnormal enzymes

· Cardiac pain and abnormal enzymes and either an evolving ST-T pattern or an equivocal ECG pattern.

Definition of terms used in these criteria and the criteria for probable and suspected myocardial infarction are found in the CHS Algorithm to Classify Cardiac Enzymes and CHS Diagnostic Criteria for MI. The CHS definition of myocardial infarction includes events which occurred during surgery. The final classification of myocardial infarction is made by the Morbidity Subgroup of the Events Subcommittee based on satisfaction of the appropriate algorithm.

1a.
Recurrent MI

Recurrent MIs are adjudicated if the participant was at risk for MI at enrollment into the study.

2.
Angina Pectoris

Angina pectoris is defined as symptoms, such as chest pain, chest tightness, or shortness of breath, produced by myocardial ischemia that do not result in infarction.  The symptoms generally last less than 20 minutes.

CHS criteria for angina required that the participant must have ALL of the following:

· Report of symptoms, such as chest pain, chest tightness, or shortness of breath

· The diagnosis of angina from a physician, and

· Be under medical treatment for angina




Medical treatment for angina includes a current prescription for any of the 



following medicines:




-
nitroglycerine (oral or sublingual), or




-
beta blocker, or




-
calcium channel blocker

In addition, any of the following criteria (adopted from the Nurses’ Health Study) are sufficient but not necessary to confirm an angina pectoris diagnosis IF the participant has report symptoms such as chest pain, chest tightness or shortness of breath:

· Coronary – artery bypass graft surgery or angioplasty, or

· Coronary angiography showing more than 70% obstruction of any coronary artery, or

· ST-depression of more than 1 mm on exercise stress testing together with a positive response to the Rose questionnaire.

The final classification of angina is made by the Morbidity Subgroup of the Events Subcommittee based on the satisfaction of the appropriate algorithm.

Special Consideration for adjudication of HCFA (CMS) events:

For some evens discovered through review of HCFA (CMS) data, the only information available will be the ICD9-CM codes.  It was agreed at the September 1997 subcommittee meeting that the results should be as follows:


Code 414:

Not Angina


Code 411:

Probable Angina, HCFA data only


Code 413:

Probable Angina, HCFA data only

3.
Congestive Heart Failure

Congestive heart failure is defined as a constellation of symptoms (such as shortness of breath, fatigue, orthopnea, and paroxysmal nocturnal dyspnea) and physical signs (such as edema, rales, tachycardia, a gallop rhythm, and a displaced PMI) that occur in a participant whose cardiac output cannot match metabolic need despite adequate filling pressure.

CHS criteria for congestive heart failure require that the participant must have BOTH of the following:

· 
The diagnosis of congestive heart failure from a physician, and

· 
Be under medical treatment for congestive heart failure.



Medical treatment is defined as a current prescription for BOTH of the 



following:




-a diuretic, and




-digitalis or a vasodilator (e.g. nitroglycerin, apresoline, or 






angiotensin converting enzyme [ACE] inhibitor)

In addition, any of the following criteria are sufficient but not necessary to validate a congestive heart failure diagnosis:

· 
The presence of cardiomegaly and pulmonary edema on chest X-ray or

· 
Evidence of a dilated ventricle and global or segmental wall-motion abnormalities 
with decreased systolic function either by echocardiography or contrast 
ventriculography.

The final classification of congestive heart failure is made by the Morbidity Subgroup of the Events Subcommittee based on the satisfaction of the appropriate algorithm.  The Events Subcommittee further classifies the congestive heart failure as biventricular (predominantly left or right heart failure.)

As of September 2005, CHS is also gathering information on Ejection Fraction (EF), Aortic Stenosis (AS), Aortic Regurgitation (AR) and Mitral Regurgitation (MR) , the basic goal being to minimize confounding of CHF from muscle disease with valvular CHF. Guidelines are below:

· For Ejection Fraction, the value or range from Echo data that is found in the records is recorded.  If the actual value of EF is not given, the categorical value is recorded, if given. (Normal, borderline, moderately decreased, or severely decreased)
· AS, AR, and MR is classified as mild, mild to moderate, moderate, moderate to severe, or severe on the basis of Echo or other imaging study.  If the Echo report describes grade 1 – it is classified as mild, grade 2 - moderate, grade 3 or 4- severe.  Anything defined as ‘significant’ is classified as ‘moderate’.  Anything defined as ‘trace’ or ‘trivial’ is classified as ‘mild’.

· If there is a discrepancy between the echo results and the echo dictation, the dictation conclusion is taken as the final decision. 

· If Echo is not available for an incident event, data from the closest future Echo from a recurrent event may be entered for the incident event.  

· If multiple Echo reports are available within a hospitalization, the Echo with the “worst” values is used. (The lowest EF, and/or the highest number values for valve regurgitation and stenosis.)

· In the event that no Echo is available, EF, AR, MR, and AS data may be captured from a Heart Catheterization or MUGA (Multiple Gated Acquisition scan) instead.  If multiple reports are available, such as a Catheterization and an Echo, the Echo is the first choice for this information.

4.
Claudication

Intermittent claudication is defined as leg pain, usually exertional, produced by ischemia from peripheral vascular disease.  The CHS criteria for claudication rely on the history, the ratio of the ankle-arm blood pressures, and physician diagnosis.

CHS criteria for claudication require that the participant must meet the following:

· Exertional leg pain relieved by rest and ONE of the following:



-
Physician diagnosis of claudication or



-
Ankle-Arm blood pressure ratio of less than or equal to 0.8

In addition, any of the following criteria are considered sufficient but not necessary to validate a claudication diagnosis:

· Doppler-ultrasound showing an obstruction of at least 75% of the cross-sectional area of the artery or showing an ulcerated plaque, or

· Angiography showing an obstruction of 50% of the diameter or 75% of the cross-sectional area of the artery or ulcerated plaque, or

· Absence of a Doppler pulse in any major vessel, or

· Positive exercise test for claudication, or

· Bypass surgery, angioplasty or thromblysis for peripheral vascular disease.

The final classification of claudication is made by the Morbidity Subgroup of the Events Subcommittee based on satisfaction of the appropriate algorithm.


