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Introduction

This supplement was developed by the
authors following a one-day consensus
meeting on acute heart failure, held at
the Royal College of Physicians, London,
19th December 2012. The authors have
a broad range of specialist expertise
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Acute heart failure — a call to action

Executive summary

Heart failure currently affects about

900,000 people in the UK, and numbers are
predicted to rise as a result of the changing
demographics of the population.! While recent
efforts have focused on improving the outlook
for patients with chronic heart failure (CHF),
mortality and morbidity following admission
for acute heart failure (AHF) are significant,
with 11% of patients likely to die in hospital
and 30% dying within a year.2

Growing evidence suggests that mortality
can be reduced if patients are rapidly and
accurately assessed in the Emergency
Department, and admitted to a cardiology
ward with expertise in the management of
AHF — a situation mirroring the treatment
of patients following acute myocardial
infarction (AMI). But, all too often, delays in
getting key diagnostic tests, inappropriate
admission to general rather than cardiology
wards, failure to initiate and maintain drug
treatments with proven survival benefits,
and failure to arrange effective follow-up via
heart failure specialist nurse liaison services,
result in suboptimal care.

As Clinical Commissioning Groups (CCGs) in
England strive to deliver on the requirements
of preventing premature deaths and helping
patient recovery from acute illness,3
prioritising AHF would produce rapid gains for
patients and significant financial savings for
CCGs in terms of bed occupancy, readmission
rates and need for long-term care.

The introduction of AHF patient pathways
and care bundles in some acute hospitals and
Trusts is already making a significant impact
on clinical and economic outcomes. More
widespread uptake of such initiatives could
transform AHF from a Cinderella story into
national success.

AHF call to action — why
now?

AHF is a major cause of emergency hospital
admission, with significant impact on National
Health Service (NHS) resources. Yet, with

no new treatments for 20 years and variable

service provision around the UK resulting in
suboptimal outcomes for many patients, AHF
is widely seen as the ‘Cinderella’ of cardiology.

New initiatives aimed at improving AHF
management, coupled with a promising
pipeline of innovative treatments, should

now facilitate a radical change in approach.
Novel interventions and specialist services
have already transformed the care of coronary
artery disease and stroke patients, and the
same can be achieved for those with AHF.

Based on admission data from approximately
90% of UK hospitals, the National Heart
Failure Audit is demonstrating the impact of
patient characteristics, use of evidence-based
therapies and place of care on post-discharge
AHF mortality and morbidity.?

New European Society of Cardiology (ESC)
guidelines on acute and chronic heart

failure bring together the latest evidence
underpinning recommendations on diagnosis
and treatment,* and new guidance on AHF
from the National Institute for Health and
Clinical Excellence (NICE) is being developed.®

Heart failure is addressed by four evidence-
based indicators in the Quality and Outcomes
Framework (QOF),% by 13 quality statements
in NICE Quality Standard 9,” and by four
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care standards in Healthcare Improvement

for Scotland’s Clinical Standards for Heart
Disease.® In addition, the British Society

for Heart Failure has produced guidance on
provision of heart failure services in secondary
and tertiary centres,® and the ESC Heart
Failure Association has published standards
for delivering heart failure care.!°

At a local level, a number of health bodies
and hospitals have developed evidence-based
care pathways for AHF.

With so much emphasis at all levels on the
need to improve AHF management within

the changing commissioning environment,
now is the time to prioritise AHF, re-think
service provision, and establish more effective
care pathways.

AHF - what we know now

The National Heart Failure Audit now provides
a detailed picture of AHF treatment in England
and Wales, and there are comparable data for
Scotland. In 2011/2012, hospitals in England
and Wales submitted records to the National
Heart Failure Audit on 41,635 heart failure
admissions — about two thirds of all those
recorded as hospital discharges by Hospital
Episode Statistics.

These records showed that 48% of heart

Volume 20 Supplement 2 | January—March 2013 | The British Journal of Cardiology | S3
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Figure 1. Three-year post-discharge survival by place of care (2009-2012)
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Reproduced from NICOR? with kind permission

Table 1. Cox proportional hazards model for post-discharge mortality (2011/2012)

Predictor Hazard ratio
Previous AMI 1.28
Age >75 1.77
NYHA class HI/IV 1.22
No ACE inhibitor/ARB on discharge  1.69
No beta blocker on discharge 1.26
Loop diuretic on discharge 1.16
No cardiology follow-up 1.36
Not a cardiology inpatient 1.10

Lower 0.95 Upper 0.95 p value
1.20 1.36 <0.001
1.65 1.90 <0.001
113 1.31 <0.001
1.59 1.81 <0.001
1.19 1.35 <0.001
1.04 1.29 0.006

1.28 1.45 <0.001
1.03 1.17 0.003

Reproduced from NICOR? with kind permission

Key: ACE = angiotensin-converting enzyme; AMI = acute myocardial infarction; ARB = angiotensin-receptor blocker;

NYHA = New York Heart Association

failure patients were treated in cardiology
wards, 41% in general medicine, and 11%

on other wards. Over half of male patients
received treatment on cardiology wards
compared with fewer than 40% of female
patients. Median length of stay was nine days
in cardiology wards and eight days in general
medicine, but considerable variation in length
of stay was found.

Overall, 11.1% of heart failure patients died in
hospital (10.2% for men, 12.1% for women:
p<0.001). In-hospital mortality was lower
than that seen in the audit for 2010/11, and

this fall is the first sign that local initiatives
to improve AHF care can impact outcomes
since the Audit was started in 2008/2009.
However, mortality levels remain well above
those seen in clinical trials and surveys in
other countries, so there is clearly still room
for improvement.

Mortality was lowest in cardiology wards
(7.8%) and higher in general medical (13.2%)
and other wards (17.4%). Even after adjusting
for age, severity of heart failure and previous
AMI, not being treated in a cardiology ward
was associated with a worse outcome

S4 | The British Journal of Cardiology | January—March 2013 | Volume 20 Supplement 2

(hazard ratio [HR]=1.66 [1.52-1.81],
p<0.001), although there may be other
confounding factors.

The mortality advantage for cardiology ward
treatment persisted for over three years post-
discharge (figure 1).

Other factors predictive of worse survival were
left ventricular systolic dysfunction (LVSD),
previous AMI, age >75, New York Heart
Association (NYHA) class IlI/IV, absence of
each of angiotensin-converting enzyme (ACE)
inhibitor, angiotensin-receptor blocker (ARB)
or beta blocker treatment on discharge, use

of loop diuretic on discharge or a lack of
cardiology follow-up (table 1).

Early accurate diagnosis is
essential

Prompt diagnosis is key to ensuring that AHF
patients are treated in the most appropriate
place, which, as highlighted in the National
Heart Failure Audit, is likely to be the
cardiology ward for most patients. Like AMI,
AHF needs specialist care.

For many patients with AHF, the diagnosis
may not be immediately obvious or may be
masked or complicated by co-morbidity.
The presence of cognitive impairment,
which is rising in prevalence, may further
complicate the picture.

Patients presenting with AHF in the UK are
generally elderly. The mean age of cases in
the National Heart Failure Audit was 77.7
years (men 75.5, women 80.3). On first
admission, 72% of patients were in NYHA
class IlI/1V, and 45% had moderate or severe
oedema. On readmission, 78% were in NYHA
class lll/IV and 52% had moderate or severe
oedema. Sixty-five per cent of patients were
diagnosed with LVSD, and this was more
common in men than women (68% vs. 48%),
and in those under 75 years.

The key aspects of AHF diagnosis are
summarised in figure 2, taken from the
most recent ESC guidelines.*

B-type natriuretic peptide (BNP) acts as a flag
for AHF, in the same way as troponin does for
AMI. A normal level of BNP (<100 pg/ml) can
help to exclude AHF. An initial BNP should be
done within two to four hours and, for patients
with a history of chronic heart failure (about
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Figure 2. Initial assessment of patient with suspected acute heart failure

Suspected acute heart failure

History/examination
(Including blood pressure and respiratory rate)

Chest X-ray ECG

Echocardiogram or NP (or both) Oxygen saturation

Blood chemistry Full blood count

Ventilation/ Life-threatening Blood Acute Acute
. systemic arrhythmia/ pressure coronary mechanical

Simultaneously . .

oxygenation bradycardia? <85 mmHg syndrome cause/severe
assess for .

inadequate? or shock valvular

disease

- Oxygen - Electrical « Inotrope/ - Coronary - Echocardiography

Y cardioversion vasopressor reperfusion « Surgical/
Urgent - ETT and - Pacing - Mechanical - Antithrombotic percutaneous
action invasive circulatory therapy intervention
if present ventilation support

(e.g. IABP)

Reproduced from McMurray* with permission of Oxford University Press (UK)© European Society of Cardiology www.escardio.org/guidelines

Key: ECG = electrocardiogram; ETT = endotracheal tube; IABP = intra-aortic balloon pump; NIV = non-invasive ventilation; NP = natriuretic peptide

two-thirds of AHF admissions), a comparison
with pre-admission BNP levels may be more
useful than a single measurement.

Confirmation of AHF requires evidence

of cardiac dysfunction usually by an
echocardiogram (echo), which, ideally, should
be performed at presentation. Results of a
recent echo (carried out within the previous
six months) are acceptable, provided there
has not been a clear history of a new
cardiovascular event.

Diagnostically, the most challenging cases
are patients with preserved ejection fraction
(EF), but with a history suggestive of AHF.
Such patients are typically older and female,
and specialist input is essential to ensure
accurate diagnosis.

Barriers to prompt diagnosis

Many AHF patients enter the care
pathway via the Emergency Department.
But many Emergency Departments
struggle to meet the four-hour assessment
target, particularly during peak times and
winter months.

Such delays are of particular concern
for AHF patients, as prompt diagnosis
and treatment are essential. Those with
known chronic heart failure tend to be
more easily identified, but patients with
new-onset AHF are particularly poorly
served, especially when the diagnosis is
challenging or there is co-morbidity.

Inaccurate diagnosis in the Emergency
Department can result in patients being
transferred to inappropriate wards,
resulting in longer hospital stays, higher
readmission rates and increased mortality.
Timely diagnosis, leading to correct
diagnostic ‘labelling’ and appropriate place
of care, will lead to better outcomes for
AHF patients.
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The Glasgow experience

In 2007, an audit across Glasgow hospitals
revealed considerable variability in the
organisation of care and an inconsistent
approach to AHF. Overall, 90% of patients
admitted with decompensated heart failure
were moved to a second ward, and 24%
were moved to a third ward. On one site

in particular, there was limited specialist
input (10%) and significant delays in
echocardiography were common (mean
delay to echo request — 8.4 days). During

a five-week period, an estimated £52,000
was wasted in unnecessary bed occupation
while patients waited for echo. In addition,
there was suboptimal use of evidence-based
therapy, and limited access to heart failure
nurse and specialist follow-up.

After a subsequent merger of two major
Glasgow hospitals, a later audit showed
care pathways were highly dependent on
whether or not patients had LVSD (about
half of cases). While two thirds of LVSD
patients were admitted directly to a cardiac
ward, this occurred in less than half of non-
LVSD patients. Those not admitted directly
to the cardiac ward were admitted to the

acute Medical Admissions Unit (MAU).

From there, 42% of the LVSD patients

were referred to the cardiac ward, compared
with only 14% of the non-LVSD patients.
The latter group were most likely to be
referred to the Care of the Elderly or general
medical wards.

The merger of hospitals allowed the
development of a large cardiology ward

and the streamlining of the AHF pathway.
Subsequently, the mean wait for echo

fell to four days, 90% of LVSD patients

had an expert review (69% of non-LVSD
patients), and three-quarters of patients
who were eligible to see heart failure liaison
nurses accessed this service. In-patient
mortality was 9.5%, all-cause readmission
at one month was 21%, and median

length of stay fell from 12 days to 10

days — all improvements on the situation
prior to the re-organisation. The success

of this restructuring was due to a number
of factors, including better coordination

of care, a geographical focus, multi-
disciplinary team (MDT) working and formal
MDT meetings, and to the introduction

of an early supported discharge initiative
which enables carefully selected patients to
be discharged earlier, without any adverse
effect on readmission rate.

Patient pathway

Building on this initial success, a patient
pathway has recently been developed for
the Glasgow area which includes triage of
patients in Acute Admissions Unit (AAU)/
MAU according to BNP, echo and co-
morbidities, so that the vast majority of
AHF patients can be referred to cardiology
wards where they will get specialist review
and referral to a heart failure liaison nurse.
This pathway enables frail elderly patients
to be treated in Care of the Elderly wards,
but with input from specialists, and includes
triggers for additional cardiology review
for patients who have had prolonged
admissions or have had previous AHF
admissions. The aim is to ensure rapid
recovery, routine follow-up by heart
failure liaison nurses, and early supported
discharge into a primary care locally
enhanced service or, if appropriate, into
palliative care services.

S6 | The British Journal of Cardiology | January—March 2013 | Volume 20 Supplement 2

The King's experience

The Heart Failure Unit at King’s
College Hospital, London, has recently
developed an Acute Heart Failure
Pathway, so that patients are seen

in the Acute Admissions Unit (AAU)
rather than several days later in general
medical wards. The service comprises:

e a daily consultant-led ward round
by a cardiologist with an interest in
heart failure for referrals in the AAU

e dedicated echo slots

* review by a hospital-based specialist
heart failure nurse.

Patients who have most to benefit
from cardiology care are transferred

to Cardiology and a decision is made
about those who would be better
managed by the Care of the Elderly
Service. All patients have a specialist
cardiology opinion and access to further
cardiology medical and nursing reviews
during their inpatient stay. The Heart
Failure Unit then arranges appropriate
Cardiology and Heart Failure Nursing
Specialist follow-up on discharge.

Preliminary results demonstrate better
prescription rates of key drugs for all
patients (admitted to Cardiology and
General Medicine) than in the National
Heart Failure Audit 2011/12, i.e. ACE
inhibitor/ARB 92.4% vs. 84%, beta
blockers 87% vs. 78% and a one-year
mortality rate of 15.6% compared with
the greater than 30% seen nationally.
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The service is supported by weekly MDT post-discharge. Patients are risk stratified

The Hastings experience

The Hastings heart function service was
established in 1998 with the appointment
of one full-time acute heart failure nurse
(AHEN). A fully integrated service, covering
a population of approximately 180,000,
was introduced following the appointment of
two full-time community heart failure nurses
(CHFN) in 2005.

The service enables:

early identification of AHF patients by
daily review of Medical Admission Unit
(MAU) documentation by the AHFN.
Automatic ‘flags’ from the clinical
information system identify readmission
of any patient already under the heart
failure service

specialist stratification of inpatient care
according to diagnosis and severity,
irrespective of ward and whether
admission is for new-onset heart failure or
for decompensation

coordinated discharge planning by AHFN
and CHFN with urgent follow-up, including
echo at the rapid access heart function
clinic within two weeks of discharge. All
recently discharged patients are discussed
at multi-disciplinary team meetings.

meetings, bi-weekly ward round review
(as part of the lead physician’s general
medical round), and verbal, email and
telephone contact between all team
members (hospital, community, lead
physician and consultant cardiologists).

In 2010, formal evaluation by the Heart
Improvement Programme found the service
was clinically and cost effective, resulting
in a sustained reduction in admissions that
more than offset the cost of delivery.??

Data on heart failure discharges, validated
to July 2012, showed that the service
achieved 100% compliance with all

four care indicators: echo, ACE inhibitor/
ARB at discharge in patients with systolic
dysfunction, discharge instructions (activity
level, diet, discharge medications, follow-up
appointment, weight monitoring and advice
if symptoms worsen), and advice on
smoking cessation.

As part of the Enhancing Quality
Programme, a substantive part-time
discharge support nurse (DSN) has been
appointed to provide pre-discharge advice
and counselling for patients with a new
diagnosis of heart failure, and structured
follow-up in the community for 30 days

at discharge and formal Transfer of Care
documentation allows structured handover
to the CHFN.

The 30-day readmission rate for heart
failure for the year to October 2012 was
5.5%. In 39 consecutive discharges in the
three months after the DSN appointment,
there were no deaths in the 30 days
following admission, and one readmission
for heart failure.

It is planned to establish designated heart
failure beds within a subspecialist ward area,
allowing daily input from the specialist team
with a view to early supported discharge.

A pilot study is underway evaluating the
use of BNP in the Emergency Department
and MAU to further assist early patient
identification and care stratification.

Currently, the MDT meeting covers all
inpatients and all patients within 30 days of
discharge. A ‘virtual ward’ is being developed
to include patients stratified as high risk and
those undergoing active intervention in the
community (including the use of intravenous
diuretics in the community).
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Figure 3. Management of acute pulmonary oedema/congestion

Acute pulmonary oedema/congestion

Intravenous bolus
of loop diuretic!

Hypoxaemia'

Oxygenii

Severe anxiety/distress

Consider i.v. opiate"

Measure systolic blood pressure

SBP <85 mmHg or shock"

Add non-vasodilating inotrope"

SBP 85-110 mmHg

No additional therapy until
response assessed"!

v

SBP >110 mmHg

Consider vasodilator

(e.g. NTG)""

Adequate response
to treatment?*

Re-evaluation of patient’s clinical status*

Continue present treatment*

SBP <85 mmHg?

« Stop vasodilator
- Stop beta blocker if hypoperfused
- Consider non-vasodilating inotrope or

vasopressor"

- Consider right-heart catheterisation*
- Consider mechanical circulatory

support®

Sp0, <90%

- Oxygen’
« Consider NIVx
- Consider ETT and invasive ventilation®

Urine output
<20 ml/hd

- Bladder catheterisation to confirm

« Increase dose of diuretic or use
combination of diuretics*"

- Consider low-dose dopamine*i

- Consider right-heart catheterisation*

« Consider ultrafiltration™®

Reproduced from McMurray* with permission of Oxford University Press (UK)© European Society of Cardiology www.escardio.org/guidelines

Key: CPAP = continuous positive airway pressure; ETT = endotracheal tube; i.v. = intravenous; NIPPV = non-invasive positive pressure ventilation; NIV = non-invasive ventilation;

NTG = nitroglycerine; PaO, = partial pressure of oxygen; SBP = systolic blood pressure; SpO, = saturation of peripheral oxygen

Continued opposite
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Figure 3 key continued from opposite

(i) In patients already taking diuretic, 2.5 times existing
oral dose recommended. Repeat as needed. (ii) Pulse
oximeter oxygen saturation <90% or PaO, <60 mmHg
(<8.0 kPa). (iii) Usually start with 40-60% oxygen,
titrating to SpO, >90%; caution required in patients

at risk of CO, retention. (iv) For example, 4-8 mg of
morphine plus 10 mg of metoclopramide; observe for
respiratory depression. Repeat as needed. (v) Cold

skin, low pulse volume, poor urine output, confusion,
myocardial ischaemia. (vi) For example, start an i.v.
infusion of dobutamine 2.5 ug/kg/min, doubling dose
every 15 min according to response or tolerability

(dose titration usually limited by excessive tachycardia,
arrhythmias, or ischaemia). A dose >20 ug/kg/min

is rarely needed. Even dobutamine may have mild
vasodilator activity as a result of beta-2 adrenoceptor
stimulation. (vii) Patient should be kept under regular
observation (symptoms, heart rate/rhythm, SpO,, SBP,
urine output) until stabilised and recovered. (viii) For
example start i.v. infusion at 10 ug/min and doubled every
10 min according to response and tolerability (usually
dose up-titration is limited by hypotension). A dose of
>100 ug/min is rarely needed. (ix) An adequate response
includes reduction in dyspnoea and adequate diuresis
(>100 ml/h urine production in first 2 h), accompanied
by an increase in oxygen saturation (if hypoxaemic)

and, usually, reduction in heart and respiratory rate
(which should occur in 1-2 h). Peripheral blood flow
may also increase as indicated by a reduction in skin
vasoconstriction, an increase in skin temperature, and
improvement in skin colour. There may also be a decrease
in lung crackles. (x) Once the patient is comfortable and
a stable diuresis has been established, withdrawal of

i.v. therapy can be considered (with substitution of oral
diuretic treatment). (xi) Assess for symptoms relevant

to heart failure (dyspnoea, orthopnoea, paroxysmal
nocturnal dyspnoea), associated comorbidity (e.g. chest
pain due to myocardial infarction), and treatment-related
adverse effects (e.g. symptomatic hypotension). Assess
for signs of peripheral and pulmonary congestion/oedema,
heart rate and rhythm, blood pressure, peripheral
perfusion, respiratory rate, and respiratory effort. An ECG
(rhythm/ischaemia and infarction) and blood chemistry/
haematology (anaemia, electrolyte disturbances, kidney
failure) should also be examined. Pulse oximetry (or
arterial blood gas measurements) should be checked and
echocardiography performed (if not already carried out).
(xii) Less than 100 ml/h over 1-2 h is an inadequate
initial response to i.v. diuretic (confirm is inadequate by
catheterising bladder). (xiii) In patients with persistently
low blood pressure/shock, consider alternative diagnoses
(e.g. pulmonary embolism), acute mechanical problems,
and severe valve disease (particularly aortic stenosis).
Pulmonary artery catheterisation may identify patients
with inadequate left ventricular filling pressure (and
characterise the patient’s haemodynamic pattern,
enabling more precise tailoring of vasoactive therapy).
(xiv) An intra-aortic balloon pump or other mechanical
circulatory support should be considered in patients
without contraindications. (xv) CPAP or NIPPV should

be considered in patients without contraindications. (xvi)
Consider endotracheal intubation and invasive ventilation
if worsening hypoxia, failing respiratory effort, increasing
confusion, etc. (xvii) Double dose of loop diuretic up to
equivalent of furosemide 500 mg (doses of 250 mg and
above should be given by infusion over 4 h). (xviii) If no
response to doubling of dose of diuretic despite adequate
left ventricular filling pressure (either inferred or measured
directly) start i.v. infusion of dopamine 2.5 ug/kg/min.
Higher doses are not recommended to enhance diuresis.
(xix) If steps 17 and 18 do not result in an adequate
diuresis and the patients remains in pulmonary oedema,
venovenous isolated ultrafiltration should be considered

SPONSORED SUPPLEMENT

Table 2. Goals of treatment in acute heart failure

Immediate (ED/ICU/CCU)

Intermediate (in hospital)

Pre-discharge and long-term
management

® Treat symptoms ® Stabilise patient and optimise ® Plan follow-up strategy

® Restore oxygenation

° ® |nitiate and up-titrate disease-

Improve haemodynamics and

organ perfusion
therapy
® | imit cardiac and renal

damage

appropriate patients

® Prevent thromboembolism

® |dentify aetiology and relevant

® Minimise ICU length of stay

treatment strategy

modifying pharmacological

comorbidities

® Enrol in disease management
programme, educate and
initiate appropriate lifestyle
adjustments

® Consider device therapy in ® Plan to up-titrate/optimise

dose of disease-modifying
drugs

® Ensure assessed for
appropriate device therapy

® Prevent early readmission

® |mprove symptoms, quality of
life and survival

Reproduced from McMurray* with permission of Oxford University Press (UK)© European Society of Cardiology

www.escardio.org/guidelines

Key: CCU = coronary care unit; ED = emergency department; ICU = intensive care unit

Treatment — more than just
symptom relief

AHF treatment is often started alongside
the diagnostic work-up, and is based

on symptom relief, improvement of
haemodynamics, respiratory support if
required, risk stratification and management
of precipitating factors.

The goals of treatment are outlined in table 2.

Acute management is focused on diuretics to
relieve dyspnoea, oxygen to treat hypoxaemia
and, where appropriate, opiates to relieve
distress associated with dyspnoea (figure

3). Vasodilators are considered most useful
for patients with hypertension and should

be avoided in those with a systolic blood
pressure <110 mmHg.?

It is important to address left ventricular
(LV) dysfunction as early as possible — in
the Emergency Department or the Acute
Medicine Unit (AMU). In the absence of
contraindications, patients with reduced EF
who are not already using ACE inhibitors (or
ARBSs), beta blockers and mineralocorticoid
receptor antagonists (MRAs) should be
started on all these drugs, carefully and
sequentially according to blood pressure and
renal function, after their initial symptoms and
clinical status are stabilised.*

Data from the National Heart Failure Audit
demonstrate the importance of ACE inhibitor/
ARB, beta blocker and MRA treatment for
both short- and long-term survival.? Patients
with LVSD who were discharged on all

three groups of drug were nearly twice as
likely to be alive 12 months later compared
with untreated patients, and this advantage
persisted for at least three years after
discharge (figure 4). In contrast, patients
discharged on loop diuretics alone had a
worse survival in the first year after discharge.

Audit data showed that patients with LVSD
treated in cardiology units were twice as
likely to be discharged on beta blockers as
those treated in general wards, and also
more likely to go home on ACE inhibitors/
ARBs and MRAs.2

The value of rehabilitation programmes for
patients with chronic heart failure is now
recognised, and NICE Quality Standard 9
recommends that people with stable chronic
heart failure and no precluding condition
or device should be offered a supervised
group exercise-based cardiac rehabilitation
programme that includes education and
psychological support following heart
failure admission.” Currently, only a small
minority of patients are offered and attend
such a programme.
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Figure 4. Three-year post-discharge survival by use of drugs (angiotensin-converting
enzyme [ACE] inhibitor/angiotensin-receptor blocker [ARBI], mineralocorticoid receptor

antagonist [MRAI, beta blocker)
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Reproduced from NICOR? with kind permission

Barriers to effective
treatment

Major problems are arising in both
the acute management of AHF and
after discharge.

In the acute phase, inappropriately
aggressive treatment with intravenous
diuretics and vasodilators can result
in intravascular volume depletion and
hypotension. Slow recognition of the
severity of AHF in some patients may
delay introduction of ventilatory or
circulatory support, increasing the
risk of cardiorespiratory arrest.

Service realignment

AHF is primarily a cardiologic condition,

so care should be provided primarily by
cardiologists or those with a special interest
and experience in heart failure. Involvement of
such specialists should start in the Emergency
Department, via agreed pathways for input
prior to referral to a cardiac care unit (CCU),
AMU or Care of the Elderly ward.

Failure to recognise the importance of
identifying patients likely to benefit from
administration of ACE inhibitors/ARBs,
beta blockers and MRAs, and the need for
continued treatment post-discharge, also
leads to suboptimal treatment.

Nursing input into multi-disciplinary care
has been limited almost exclusively to
patients with chronic heart failure due to
systolic LV dysfunction, with limited ‘pull
in’ from acute admissions. As a result,
many AHF patients are missing out on
nurse-led interventions and entry into a
disease management programme, which
can improve long-term outcomes.!

All too often, current services find emergency
and acute physicians “pushing unsuccessfully
at the doors” of cardiology services to get
their AHF patients admitted. There is an
urgent need to replace this with a ‘pull in’
approach, whereby cardiologists identify
patients suitable for cardiologic assessment
and input as soon as they enter the

AHF pathway.
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How can we encourage
improvements in the AHF
pathway?

Key drivers for change

« Benchmarking of local AHF management
against national performance and
standards, highlighted by the National
Heart Failure Audit and other studies,
to identify:

— lack of cardiology input at presentation in
the Emergency Department and AMU

— delays in getting essential tests e.g. echo
and BNP

— failure to assess, initiate and maintain
patients on key treatments (e.g. beta
blockers, ACE inhibitors/ARBs and MRAs)

— failure to admit patients to specialist areas
(e.g. cardiology wards or wards with
specialist cardiology input)

— lack of follow-up by specialist cardiology
nurses

— high rates of inpatient mortality
— high rates of readmission.

* New ESC* and other guidance on effective
diagnosis and treatment of AHF (NICE
guidance due in 2014).

Good evidence base showing that place
of care and AHF management impact on
survival and hospital admissions.

Clinical Commissioning Groups working to
deliver on the domains of ‘Liberating the
NHS’, i.e.:

— preventing people from dying prematurely

— enhancing the quality of life for people with
long-term conditions

— helping people to recover from episodes of
ill health or following injury

— ensuring people have a positive experience
of care

— treating and caring for people in a safe
environment and protecting them from
avoidable harm.

o Updated QOF targets for heart failure
for 2013/14:

— at time of going to press these have not
been published. During 2012/13, QOF has
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had four HF indicators, with a maximum

of 29 points, achieved if the practice has

a HF register, there is high use of echo to
confirm a diagnosis, with at least moderate
use of ACE inhibitors or ARBs, and beta
blockers, for those with heart failure and
left ventricular dysfunction.® A rehabilitation
referral indicator has been suggested but
has not yet been adopted.

NICE Quality Standards for Chronic Heart
Failure relevant to AHF management, i.e.:

measurement of serum natriuretic peptides
multi-disciplinary heart failure team input

treatment with ACE inhibitors/ARBs and
beta blockers

cardiac rehabilitation programme

management plans for patients admitted
to hospital

hospital discharge and follow-up
care coordination.

NICE Clinical Commissioning Group
Outcomes Indicator Set (CCGOIS):

at time of going to press, this set of

Key factors for success

1. Introduction of AHF pathways: with
input from all relevant specialists, i.e.
emergency medicine, acute medicine,
cardiology, care of the elderly

2.A 24/7 service: as early accurate
diagnosis in the Emergency Department
can impact on long-term outcomes, it
is essential that expert assessment and
care is always available at the patient’s
point of entry into the AHF pathway

3. Patient phenotyping: full assessment
and risk stratification will ensure
accurate tailoring of acute and long-term
treatment, including management of
precipitating factors

4.Specialist treatment in the optimal
place of care: for most patients this
will be in cardiology wards, but
specialist expertise in AHF also needs
to be available for patients who are
treated in acute medical or care of
the elderly wards

SPONSORED SUPPLEMENT

5.AHF education: this is important

for all those involved in patient
care, particularly in the Emergency
Department

6.Support from management teams —

AHF clinical enthusiasts/champions
need to convince management of the
importance of prioritising AHF and to
present evidence of potential to improve
quality, patient experience of care, and
resource utilisation, while maintaining
income streams

indicators had not been agreed, but may
include 30-day and 12-month mortality,

and 30-day readmission rate.
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