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Foreword: the view from the centre

The current focus on localism in the NHS will inevitably be accompanied by a shift away from 

central direction. This Royal College of Physicians’ publication and the workshop on which it is

based are vital in that they present a consensus view from clinicians. In the Department of Health’s

latest Planning and Priorities Framework, specific heart failure targets have been rolled into the

general chronic disease management targets, which focus on reducing hospital admissions. The focus

is now on reviewing specific cases and instituting case management along the United Health-

care and Kaiser Permanente models in the United States. This is clearly a fertile field for the

management of heart failure. 

The challenge is to ensure that heart failure is taken seriously by primary care trust (PCT) commis-

sioners over the next year. They will need to show that by providing systematic care and case 

management they can reduce hospital admissions by 5%. Doing this for patients with heart failure

will go a long way towards achieving those targets.

There is a window of opportunity here and it is now all about raising the profile of heart failure so

that it becomes one of the clinical areas that PCTs take seriously in the new ‘local’ world of the NHS.

Dr Roger Boyle

National Director for Heart Disease



Introduction

Professor Michael Pearson, Director of the Clinical Effectiveness and
Evaluation Unit, Royal College of Physicians, and Professor Martin
Cowie, National Heart and Lung Institute, Imperial College

The national service framework (NSF) for coronary heart disease was published in March 2000. 

This ambitious document set out a 10-year programme for the modernisation of NHS services for

coronary heart disease. It included 12 standards for improved prevention, diagnosis, treatment and

rehabilitation from coronary heart disease, together with goals to secure equitable access to high

quality services.

The initial focus of activity around implementation of the NSF was, inevitably, related to the imme-

diate management of myocardial infarction and efforts to improve secondary prevention. The NSF

has brought about significant improvements in management of acute myocardial infarction, as has

been shown by the work of the Myocardial Infarction National Audit Project (MINAP), run by 

the Clinical Effectiveness and Evaluation Unit (CEEU) at the Royal College of Physicians (RCP) in

collaboration with the Central Cardiac Audit Database (CCAD). 

The NSF also includes a number of targets in other areas of coronary heart disease, notably heart

failure and the chronic end stages of heart disease.

As a chronic condition, heart failure does not attract the high profile associated with acute myo-

cardial infarction. Furthermore, despite being very common, heart failure is a difficult condition to

treat. Perhaps unsurprisingly, it is widely recognised that patients with heart failure often fail to get

the most comprehensive care. 

In July 2003 the RCP published a guideline on the management of heart failure, with the National

Institute for Clinical Excellence and Health (NICE) publishing an abbreviated version. These 

documents had been produced in association with the National Collaborating Centre for Chronic

Conditions (NCC-CC), based at the RCP. Since their publication it has become clear that a great deal

of work is being undertaken around the country in an effort to improve heart failure services.

In July 2004, the CEEU brought together a group of clinicians engaged in the management of heart

failure to discuss 11 local heart failure projects, each of which represented a concerted effort to make

improvements in care delivery. The aim of the meeting was to determine:

• what works and what does not work 

• what features of each project were predictive of success or failure 

• what the features of an ‘ideal’ project that would bring the greatest benefit to patient care

would be.

This publication summarises the day’s proceedings, illustrates the key features of the projects

presented and the main points that arose in discussion.
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• Heart failure care varies substantially across the country. 

• There are deficiencies in both the organisation of care and the processes of care. The best 

services are those which cross primary and secondary care with effective communication 

between the health professionals and which involve the patient in their own management. 

• Accurate diagnosis is important for correct management. These projects showed that many 

new referrals to a heart failure service in fact do not have heart failure. But they also show 

that reliable diagnosis can be achieved. 

• Good data – particularly on outcomes of care – are the exception not the rule. The projects 

demonstrated how collecting data helps both plan and deliver services. 

• Good heart failure care can be delivered by the NHS – and while staffing and structures 

will vary according to local factors, the projects described contain a sufficient number of 

good examples to help any primary care trust (PCT) in the design or the precise 

organisation and staffing.

Key
conclusions



1 Clinical background: heart failure 
and implementation of the 
NICE/NCC-CC guideline
Professor Martin Cowie, National Heart and Lung Institute, Imperial
College

Heart failure is a complex syndrome that can result from any structural or functional cardiac

disorder that impairs the pumping ability of the heart. The syndrome of heart failure is characterised

by symptoms such as breathlessness and fatigue, and signs such as fluid retention.

The British Heart Foundation estimates that heart failure affects 1% to 2% of the population,

which means that between 600,000 and 900,000 people in the UK have the condition. It has

enormous implications for affected individuals in terms of their life expectancy and quality of life.

Heart failure is a very expensive condition, accounting for 1% to 2% of the NHS budget. Clearly,

this focusses minds on how we should be delivering care. The burden of heart failure is expected

to grow over the next 20 or 30 years, with hospital admissions projected to rise by 50% over the

next 25 years. (Gnani & Ellis, 2001).

The rising epidemic of heart failure is due in part to our own success – not only do populations

now live longer, we also have more effective treatments for coronary heart disease. Coronary care

has improved so much that the vast majority of those who suffer an acute myocardial infarction

and reach hospital to be treated will survive. However, many will live with damaged hearts that

will ultimately fail.

From a patient’s perspective, heart failure is a disabling condition with a poor prognosis. A

London-based study from the mid-1990s has shown that just under 40% of patients diagnosed

with heart failure die within a year. This may have improved with the greater uptake of evidence-

based treatments such as beta-blockade. Nevertheless, the average life-expectancy was only about

three years following a diagnosis, which is much worse than for many other serious illnesses such

as breast or colon cancer.

While mortality is a ‘hard’ clinical endpoint, easy to measure in clinical trials, quality of life is

probably as important, if not more so, for patients themselves. Although it is often difficult to

obtain good quality of life data, studies have shown that heart failure patients’ functional status

and sense of well-being is often severely affected. Even with modern treatments, it is rarely possible

to achieve complete relief from symptoms in heart failure patients. The table illustrates the typical

degree of symptomatology associated with each New York Heart Association (NYHA) heart failure

class.

The Prospective Outcomes Study in Heart Failure – a pan-European study that looked at acute

heart failure admissions to hospitals with a particular expertise and interest in heart failure –

showed that on admission, the vast majority of patients were in NYHA class III or IV, as might

1



be expected. However, on discharge, 41% of patients remained symptomatic at rest or on mild

exertion (class III or IV). This is when patients should have been at their ‘best’. Clearly, clinicians

need to be realistic about what can be achieved for these patients.

The cost of managing heart failure is driven by inpatient care costs, which account for around

60% of the estimated £600 million annual cost of heart failure to the NHS. Reducing hospital

admissions, therefore, offers the potential for freeing up resources for other activities. In addition,

patients have frequent contact with primary care, requiring on average 11 to 13 contacts per year

with the GP or other members of the primary care team. By contrast, drug costs in heart failure

account for a very small proportion of the total cost of care, around 9%.

2
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Table 1. New York Heart Association classification of heart failure symptoms

Class Symptoms

I No limitations. Ordinary physical activity does not cause fatigue, breathlessness or 
palpitation. (Asymptomatic left ventricular dysfunction is included in this category.)

II Slight limitation of physical activity. Such patients are comfortable at rest. Ordinary physical 
activity results in fatigue, palpitation, breathlessness or angina pectoris (symptomatically 
‘mild’ heart failure).

III Marked limitation of physical activity. Although patients are comfortable at rest, less than 
ordinary physical activity will lead to symptoms (symptomatically ‘moderate’ heart failure)

IV Inability to carry on any physical activity without discomfort. Symptoms of congestive 
cardiac failure are present even at rest. With any physical activity increased discomfort is 
experienced (symptomatically ‘severe’ heart failure)
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Fig 1. Kaplan-Meier survival estimates with 95% pointwise confidence bands from the Hillingdon Heart
Failure Study. The poor prognosis associated with a diagnosis of heart failure is shown clearly. Of 552
incident cases followed up to March 2002 there were 338 deaths.



1 Clinical background

The national service framework (NSF) goal for heart failure in primary care is that:

Every primary care team should ensure that all those with heart failure are receiving a full package of

appropriate investigation and treatment, demonstrated by clinical audit data not more than 12 months old.

The NHS is not yet in that position, though it is probably moving towards it. However, achieving

this goal poses a real challenge to primary care teams.

The goal set for secondary care is:

Every hospital should offer complete and correct packages of audited effective interventions to all people

discharged with a diagnosis of heart failure, demonstrated by clinical audit data no more than 12 months

old.

The challenge facing secondary care is in ensuring that the full package of effective interventions

is offered to everyone with heart failure, and not just to those patients who happen to be managed

by clinicians with an interest in the area.

However, the NSF was vague about what the interventions for heart failure patients should be and

the evidence base for those interventions. As a result of the direction from the NSF, there have

been huge advances in coronary heart disease treatment, prevention and revascularisation. By

contrast, the quality of heart failure management has progressed rather more slowly.

The NICE/NCC-CC guideline sought to bridge this gap by providing best practice advice in the

day-to-day delivery of heart failure care in hospital and general practice. It made around

95 recommendations, eight of which were identified as ‘key’ for implementation in that they would

have the greatest impact on quality of care.

❑ The basis for historical diagnoses of heart failure should be reviewed, and only patients

whose diagnosis is confirmed should be managed according to the guideline.

❑ Doppler 2D echocardiographic examination should be performed to exclude important

valve disease, assess the systolic (and diastolic) function of the (left) ventricle and detect

intracardiac shunts.

❑ All patients with heart failure due to left ventricular systolic dysfunction should be

considered for treatment with an ACE inhibitor.

❑ Beta-blockers licensed for use in heart failure should be initiated in patients with heart

failure due to left ventricular systolic dysfunction after diuretic and ACE inhibitor therapy

(regardless of whether or not symptoms persist).

❑ All patients with chronic heart failure require monitoring. This monitoring should include:

– a clinical assessment of functional capacity, fluid status, cardiac rhythm, cognitive and

nutritional status

– a review of medication, including need for changes and possible side effects

– serum urea, electrolytes and creatinine.

❑ Patients should generally be discharged from hospital only when their clinical condition is

stable and the management plan is optimised.

❑ The primary care team, patient and carer must be aware of the management plan.

❑ Management of heart failure should be seen as a shared responsibility between patient and

health care professional.
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The guideline also included diagnostic and treatment algorithms. Importantly, these are designed

to show that there is no absolute threshold at which general practitioners should refer patients on

for more specialist input, but that it should depend on the clinical experience of the health care

professional and the problems experienced by the individual patient.

Other chapters of the guideline focus on important and frequently overlooked areas such as:

• monitoring (including self-monitoring by the patient)

• referral and approach to care

• supporting patients and carers

• anxiety and depression

• end of life issues

• prevention.

Many of these areas pose enormous challenges to practising clinicians. The guideline seeks to make

realistic recommendations in these areas in the hope that we can now begin to move forward.

Importantly, it also recognises that there is much about heart failure that we do not yet know, and

the guideline therefore identifies a number of areas for future research.

In Europe, ideas about the future care of heart failure are strongly based on a patient-centred

model in which expert patients are able to access the appropriate expertise in a timely manner

when they need to do so. The aim is improved patient outcomes.

The NICE/NCC-CC guideline is also produced in a version written for patients and carers. This

recognises that patients and their families are, and should be, much more involved in their care

and should know what to expect from it. Achieving this involvement poses a further challenge to

health care professionals.

The implementation of new ideas within organisations such as the NHS is often slow, yet some

ideas do take off relatively quickly, for example the use of beta-blockade for heart failure across

the UK. For many years, the use of beta-blockers in patients with heart failure was absolutely

contraindicated. However, following the publication of a series of randomised controlled clinical

trials, by summer 1999 there was consensus among heart failure experts across the world that

patients with heart failure due to left ventricular systolic dysfunction should be on beta-blockade,

provided there was no contraindication such as asthma. Following approval from the licensing

authorities, two beta-blockers were licensed for use in this patient population in the UK – carvedilol

and bisoprolol.

Mapping of drug sales across the UK has shown that between August 2000 and July 2002 there

was relatively rapid implementation of beta-blockade for heart failure. Initial uptake was greatest

around the large teaching hospitals, but there was rapid spread out towards those areas where

patients with heart failure tend to live – the suburban and more rural areas. Within the two years

nearly all parts of the country were using these beta-blockers to the same extent that the leading

centres had been in August 2000. Although not a reason for complacency, this does show that

practice can change in the NHS, and relatively rapidly.

Clearly, drug sales are supported by promotional funding from the manufacturers that speeds

the spread of knowledge around the country. For most of the key recommendations in the 

NICE/NCC-CC guideline there is no such support.

4

Managing chronic heart failure: learning from best practice



1 Clinical background
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Fig 2. Top 12.5% areas of the UK for
percentage of heart failure patients
treated with beta-blockers licensed
for use in heart failure, August 2000.

Fig 3. Areas reaching the August
2000 benchmark for percentage of
heart failure patients treated with
beta-blockers licensed for use in
heart failure, July 2001.
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1 Clinical background

This workshop brought together 11 projects that are each, in different ways, trying to implement

better care for heart failure. By discussing, comparing and evaluating the different approaches of

the enthusiasts, the intention was to set out those features that can be recommended for wider

use across the NHS and so to speed up the effective implementation of the NICE/NCC-CC

guideline. 

These are not the only projects that are addressing the needs of heart failure care. Other important

work includes that performed by the coronary heart disease collaboratives and the interested reader

can access more detail on the cardiac collaborative website.

Another useful information source is Developing services for heart failure, a document produced

by the Department of Health’s Heart Team, the British Heart Foundation, the Modernisation

Agency’s Coronary Heart Disease (CHD) Collaborative and NICE.

Finally, the emphasis in many of the projects is on getting the diagnosis right. This is an important

prerequisite of all that follows, but it must be acknowledged that there are other important issues

such as coding, disease registers and call/recall systems. All of these are important parts of organising

an effective chronic disease management programme. 

The workshop
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2 Heart failure projects: examples of 
local management

The following projects were presented as models of management.

The Darlington Integrated Heart Failure Service

Dr Ahmet Fuat, GP Specialist in Cardiology; Dr Jerry Murphy, Cardiologist; Victoria Duffy,

Specialist Nurse Darlington Primary Care Trust, part of The South Durham Heart Failure

Network

The Darlington Integrated Heart Failure Service is built around an alliance of primary care staff,

secondary care staff, patients and carers, palliative care services, counselling services, voluntary

agencies and charitable organisations.

The Darlington service offers rapid diagnosis of left ventricular systolic dysfunction (LVSD)

together with ongoing heart failure management.

The weekly diagnostic clinic is a joint project between the Darlington PCT and South Durham

NHS Trust and runs in parallel with the cardiology clinic. However, it is run by a GP specialist

and a heart failure nurse using local heart failure guidelines and protocols.

Patients are referred to the service by means of a standardised referral form outlining history and

medication. In addition, the referrer sends blood so the amino-terminal pro-B-type natriuretic

peptide (BNP) concentration is known at the consultation.

At the clinic, all patients are assessed by electrocardiogram (ECG), chest X-ray and echocardiogram,

with optional spirometry. Where LVSD is confirmed, a management plan is formulated. This

includes:

• education for both patient and carer

• completion of a book, Passport to living with heart failure, produced by the PCT

• initiation of all evidence-based therapies 

• ability to refer to tertiary care for treatment and other interventions as required.

Patients in whom heart failure or LVSD are not diagnosed are discharged back to the care of their

GP or other physician.

The heart failure nursing service offers:

• rapid access to diagnostic services for patients with possible heart failure

• optimisation of medications for patients with LVSD

• symptom management for patients with problematic heart failure

• support to patients/carers to enable them to live with heart failure

• support to patients undergoing surgical intervention

The service

Introduction
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• advice and support for those with advanced heart failure including palliation and terminal

care

• referral to other services to enable patients to remain at home.

The palliative care service observes NSF standards and offers access to:

• the Macmillan nursing service

• hospice day care and in-patient beds for respite care and death

• sitting service

• consultant expertise for symptom control and advice.

Referrals are accepted from GPs, GPs with a special interest, secondary care, specialist nurses,

patients and carers.

Audit of the first year data showed that 217 patients were seen in the one-stop diagnostic clinic.

Of these, 84 (39%) were men, and the mean age was 72.9 years (range: 34–93 years). LVSD was

diagnosed in 82 (38%) patients (33 were mild, 17 moderate, 32 severe). Other significant

cardiovascular diagnoses were made in 81 (37%) patients. No significant cardiovascular

abnormality was evident in 54 (25%) patients.

Of the patients with LVSD, 18 (22%) had a normal ECG (negative predictive value 75%).

In terms of medication, 95.1% patients were taking an ACE inhibitor (or an angiotensin II

antagonist) and 69.5% were taking a beta blocker (29.2% had contraindications or were intolerant).

A high proportion of patients were at target doses of these drugs – 73.6% of patients were at ACE

inhibitor target dose while 63.2% were at beta-blocker target dose.

Audit results
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Fig 6. The Darlington model.
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2 Heart failure projects

Patient satisfaction was assessed in 39 patients (an 83% response rate).

• 95% felt they had enough information prior to attendance.

• 100% had enough information about tests received.

• 97% said results were clearly explained.

• 97% were made aware of the diagnosis at the clinic.

• 87% received enough advice at the clinic.

• 95% said it was beneficial to have all tests and receive diagnosis at the same appointment –

two (5%) did not answer.

• 95% said the waiting time for initial appointment was acceptable – two (5%) did not

answer.

• 95% said they were treated with courtesy and respect and the same number felt there was

adequate privacy – two (5%) did not answer.

A number of key developments of the service are under way. These include a secondary care

integrated pathway, the establishment of a heart failure rehabilitation/exercise training programme

and development of a common IT database.

Glasgow Heart Failure Liaison Service

Lynda Blue, Nurse Co-ordinator, Department of Cardiology, Western Infirmary, Glasgow

A randomised controlled trial (RCT) of nurse-led home-delivered care for patients with

deteriorating heart failure was conducted in Glasgow between 1997 and 1999. An intervention

consisting of scheduled home visits and telephone contact for a period up to 12 months was shown

to be associated with significantly prolonged event-free survival (the primary endpoint) compared

with usual care, as well as significantly fewer readmissions and fewer days of hospitalisation. The

results supported the hypothesis that this type of intervention is cost-effective in improving health

outcomes in heart failure. It was subsequently implemented city-wide.

The city-wide service was started in July 2000 with the aim of improving the management of

patients with heart failure, reducing hospital readmissions and making an impact on patients’

quality of life and satisfaction with their health care. It also seeks to improve communication

between hospitals and primary care.

The service involves 7.5 full-time equivalent specialist nurses and a nurse coordinator employed

by the primary care division, based in the five adult acute hospitals in the city, and serving a

population of approximately one million inhabitants. There are nurse-led clinics at four hospital

sites. The service is available weekdays between 9.30am and 5.30pm.

Patients are identified during a hospital admission as having deteriorating heart failure due to

LVSD determined by echocardiography, radionuclide ventriculography or angiography.

The service is primarily a home-based intervention for high-risk patients. Key components

include:

• regular follow-up and assessment to detect early clinical deterioration

• continued adjustment and optimisation of therapy according to protocols and guidelines

• education and advice about heart failure and its treatment

The service

Introduction

Ongoing
developments

Patient
satisfaction
with service
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• close monitoring of blood chemistry and rapid access to results

• encouraging patients to be actively involved in managing and monitoring their own care 

• acting as an intermediary between the patient and other health care professionals

• advising patients when to seek help and who to contact.

Patients receive their first visit within one week of hospital discharge, with a second visit one or

two weeks later. Subsequent visits and telephone contact are determined by individual patient

need. Patients are encouraged to contact the service if they have any problems or experience any

change in their condition.

Between July 2000 and June 2004 a total of 1,526 patients accessed the service. Patients were in

the age range 18–96 and were predominantly male (60%). There have been 436 deaths (29%) and

234 (15%) withdrawals/discharges from the service.

Among this overall patient group, investigation revealed that the cause of LVSD was predominantly

ischaemic (67%). Cardiomyopathy accounted for 12% of cases while hypertension was the cause

in 9% of cases, and valvular heart disease in 8%.

Among the 856 patients using the service in the April–June 2004 quarterly audit, 2,609 contacts

had been made – 1,427 (55%) by home visit, 1,022 (39%) by telephone and 160 (6%) in the nurse-

led clinic.

Medication usage by current patients was:

• beta-blockers (62%)

• ACE inhibitors (75%)

• angiotensin II antagonists (14%)

• spironolactone (25%).

Home-based intervention is effective but labour intensive, increasing workloads but bringing no

additional resources. Therefore, a formal pathway has recently been introduced to discharge stable

patients on optimal therapy back to primary care.

There is a need for palliative support for patients with advanced heart failure. This illustrates the

need for collaborative working with palliative care and cardiology colleagues.

There can be difficulties initiating patients on beta-blockers in primary care. There is a mechanism

in place at each hospital site to facilitate this.

There is limited access to appropriate exercise programmes. This is an area that requires

development and increased resources.

The training needs of specialist heart failure nurses are being addressed through the development

of an accredited heart failure training programme.

There are a number of organisational barriers that are currently being overcome by exploring

different ways of working within existing systems and resources. Recommendations have been

made to the managed clinical network.

There is a need for more in-depth analysis of audit data, eg accurate readmission data, defining

activity. These aspects of the audit are complex and labour intensive, as there is currently no

resource for this within the budget. At present, audit support is being provided by the health

authority on a temporary basis.

Challenges
and outcomes

Preliminary
audit results

Service
contract
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2 Heart failure projects

The Hastings & Rother Rapid Access Heart Failure Clinic

Dr Hugh McIntyre, Consultant Physician, Conquest Hospital; Jo Barrett, Lead Nurse; John

Rivett, General Practitioner

In East Sussex, there are about 370,000 patients cared for by one acute trust (East Sussex Hospitals

NHS Trust) with two acute units – Conquest Hospital in Hastings and Eastbourne District General

Hospital in Eastbourne. There are three PCTs (Hastings and St Leonards, Bexhill and Rother, and

Eastbourne Downs). This project describes developments at Hastings and Rother, which covers

the Bexhill and Rother PCT, which has the second oldest population in England.

The Hastings Heart Function Clinic at Conquest Hospital has evolved since 1998 as part of an

informal network. The network offers the clinic direct access to a specialist heart failure nursing

service, cardiology departments, diagnostic services, tertiary care services and links with primary

care. There is now a rapid access heart failure clinic with six slots per week plus ‘walk-in’ access.

This means that: 

• all patients are seen within two weeks following completion by the GP of an online referral

pro forma 

• before clinic, bloods are taken in the community

• echocardiography is performed in the clinic.

All rapid access patients are seen by a consultant, within a single visit a personal care plan is

developed for the patient, covering issues such as fluid balance, self-monitoring, lifestyle, sexual

activity and exercise. Appropriate evidence-based treatment is prescribed and nurse-led follow-

up arranged to supervise medication up-titration. Patients are given access to palliative care

services and carers as appropriate.

At the weekly general heart failure clinic the consultant and the heart failure specialist nurse have

adjacent rooms. The nurse sees difficult follow-up patients, while the doctor sees new and problem

patients (in 30 minute slots if possible). In addition, the consultant will see every patient at their

first visit and again at the end of their care for sign off. Patients are given literature regarding their

condition and are followed up by telephone reviews.

All patients are considered for treatment and aggressive efforts are made to initiate and up-titrate

doses. Increasingly, follow-up is nurse-led, with telephone follow-up used once the patient is

stable.

Once a patient has been seen, the nurse sends an individualised letter (based on a standard

template) to the patient’s GP.

The nurse also reviews ward patients at the request of the nursing/medical team and assists in

discharge planning and patient follow-up. The nurse will also undertake liaison with GP, district

nurse, palliative care consultant or Hospice at Home team as necessary.

The nurse-led (consultant supported) heart failure service holds five clinics per week, with six

patients attending each clinic. New patients are given 45 minutes, while follow-up patients get

30 minutes. Referrals from GP, ward, unstable patients (recently discharged) and cardiology are

accepted, as well as patient self-referrals.

How the
hospital heart
failure nurse’s
time is spent

Description of
service

Introduction

13



In addition, the nurse makes around 40 to 50 phone calls per week to patients and their carers.

Approximately eight hours’ administrative support is needed to book patients, file medical notes,

organise clinic slots, sort out transport issues and file blood results.

There have been a number of developments of the heart failure nurse role:

• setting up outreach clinics due to demand in Bexhill and Rye 

• developing a patient support group for patients and carers, based on the ‘expert patient’

idea

• developing a heart failure exercise programme (t’ai chi classes)

• appointing three community heart failure nurses (funded by the British Heart Foundation)

• running a one-day palliative care workshop

• developing South East Network support group for heart failure nurses.

Other developments are ongoing or planned, including:

• focus groups

• the provision of educational sessions for GPs, district nurses and practice nurses, especially

those responsible for optimising heart failure treatments

• routine follow-up of all inpatients with heart failure one week post discharge

• a proposed protocol that would, in effect, take the rapid access heart failure service into the

community.

With the appointment of BHF community heart failure nurses the routine follow-up of patients

is being moved to the community. The role of the hospital-based nurse is focussing on the

Proposed
developments
in the nurse’s
role
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Fig 7. The Hastings proposed pathway for management of heart failure. BARCS: Bexhill and Rother Cardiac
Scheme; BNP: B-type natriuretic peptide; CHD: coronary heart disease; CHF: chronic heart failure; FU: follow-
up; GP: general practitioner; HF: heart failure; MI: myocardial infarction; RAHFC: Rapid Access Heart Failure
Clinic.
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2 Heart failure projects

identification of acute admissions with heart failure (including after MI) and the development of

specialist input to inpatients.

❑ Pump-priming of nurse clinics (initially by drug company, then the British Heart 

Foundation and the CHD Collaborative).

❑ Links with other places (eg Royal Brompton Hospital).

❑ Local flexibility (to use rooms, order tests and borrow equipment).

❑ Nurse can always get advice from the consultant.

❑ Inclusive of all patient ages.

❑ Clinical champions with energy/knowledge.

The Hull LifeLab

Professor JGF Cleland; Dr Andrew Clark; Dr Nikolay Nikitin; Anita Parker, Heart Failure Nurse

Practitioner

The purpose of the Hull LifeLab is to study a large and representative population of patients with

heart failure to improve understanding of its definition and diagnosis, its natural history (in terms

of morbidity and mortality) and its mechanisms and markers of progression, as well as the

associated costs to health services and society and the delivery of proven treatment to patients.

The Hull LifeLab also attempts to bridge the gap between clinical trials and clinical practice.

Patients with possible heart failure access the hospital-based LifeLab service via their GP. The

quick and early diagnostic (QED) clinics offer a routine, standardised evaluation of all patients.

This entails:

• detailed medical history

• quality of life assessment

• ECG (unless GP copy)

• spirometry (desk-top)

• six-minute corridor walk test

• standard laboratory assessments (including BNP)

• echo (stress echo unless contra-indications)

• in selected cases, treadmill exercise test, nuclear/cardiac magnetic resonance and renal

investigations may be undertaken.

In addition there are nurse-led clinics in which the use of proven therapies is optimised, patients

are given education and support, and lifestyle, compliance and social issues are addressed. Unstable

patients (those with unstable fluid balance) are given closer supervision. Ongoing support

(telephone advice) is also provided.

The LifeLab heart care clinics aim to monitor progress in a standardised fashion, assess patients’

well-being, identify markers and mechanisms of deterioration/response and ensure adherence to

therapy. All of this is underpinned by a comprehensive integrated clinical, imaging and chemical

pathology database.

LifeLab is currently staffed by:

• four administrative and clerical staff

• three scientific staff

The service

Introduction
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• heart failure practitioner/senior nurse

• eight research nurses

• five research fellows

• three senior medical staff.

Since 2000, 4,100 patients have accessed LifeLab. The average age of patients was 69.7 (±12) years

(range 19.4–97.7 years). Non-heart failure 68.8; heart failure 71.1 (P<0.0001). Patients’ weight

was 78.4 (±17.5) kg; height was 1.67 (±0.10) m.

Of the 4,100 referrals heart failure was confirmed in 33.6%. 

58% of patients seen were male; 69.4% of those with heart failure were male.

At presentation, 21% of patients were NYHA Class I, 52.8% were NYHA Class II, 24.% were

NYHA Class III and 2.2% were NYHA Class IV.

Survival at 1 year was 96% for those without heart failure (94% at 2 years) and 89% for those with

heart failure (79% at two years). 

Audit shows that the clinic has significantly improved the uptake of ACE inhibitors, angio-

tensin II antagonists and beta-blockers at one year compared with baseline, as shown.

Lancashire and South Cumbria CHD Collaborative

Jennifer Watts, Project Manager, CHD Collaborative; Angela Graves, Heart Failure Specialist

Nurse, East Lancashire Hospitals NHS Trust

Following the introduction of its heart failure service, Lancashire and South Cumbria CHD

Collaborative conducted a baseline audit on heart failure patients admitted to the East Lancashire

Hospitals NHS Trust. The results of the audit confirmed the national picture of heart failure, with

a poor prognosis of many patients and concerns around hospital admissions and re-admissions.

Data were collected between July 2002 and October 2003. Overall, 60 sets of case notes on patients

with a primary diagnosis of heart failure were obtained and reviewed, and data were collated and

analysed.

Among the patients included in the audit:

• 7% were aged 40–50 years

• 7% were aged 51–60 years

• 22% were aged 61–70 years

• 31% were aged 71–80 years

Audit results

Methodology

Introduction

Service
outcomes

16

Managing chronic heart failure: learning from best practice

Table 2. Uptake of ACE inhibitors, angiotensin II antagonists and beta-blockers

Baseline (%) After 1 Year(%) P value

Uptake of ACE inhibitors/
angiotensin II antagonists 78.5 87.2 < 0.001

Uptake of beta-blockers 53.6 84.2 < 0.0001
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• 29% were aged 81–80 years

• 5% were aged 91 or over years.

Most patients (84%) were living in their own homes; only 14% were in a nursing home or a home

for the elderly. Of the 60 patients reviewed, 90% had a pre-existing illness; diabetes was common

(28%), as was previously diagnosed heart failure (52%).

Most patients had undergone some cardiac investigations, including 12-lead ECG (90%),

transthoracic echocardiogram (66%) and 24-hour ECG (7%).

On admission, 64% of patients were taking diuretics, 56% anti-arrhythmics, 53% aspirin, 34%

ACE inhibitors, 27% statins, and 5% warfarin.

Overall, 13 of the 60 patients (22%) died before discharge. Of the remaining patients, 13.5% were

readmitted to hospital within 30 days of discharge. Of these, 62.5% died.

32% of those not readmitted died within 30 days.

Overall 25 patients died – a death rate of approximately 42%.

Regarding medication at discharge: 

• 6 out of 39 patients were on neither an ACE inhibitor/angiotensin II antagonist or beta-

blocker

• 24 out of 39 patients were on an ACE inhibitor with a further eight patients on angiotensin

II antagonist

• 21 patients were on a beta-blocker

• 20 patients on beta-blocker/ACE inhibitor/angiotensin II antagonist.

The audit demonstrates the poor prognosis associated with heart failure. It clearly raises concerns

about hospital admissions and readmissions, both of which contribute to spiralling costs of heart

failure to the local health economy, as well as concerns about misdiagnosis. Importantly, it also

illustrates a need to look at the appropriateness of prescribing for these patients.

The audit will serve as a working document for the directorate to evaluate service provision to

heart failure patients. It will also be used as a baseline for the heart failure specialist nurse to audit

the effectiveness of the new service.

Following the audit, the adoption of guidelines that have been developed for the management of

heart failure within the trust was recommended. The service will be reviewed in 12 months time.

Leicester CLINIC

Dr Ian Squire, Consultant Cardiologist; Louise Gisbourne, Heart Failure Nurse Specialist; Janet

Baines, Heart Failure Nurse Specialist

The Leicester CLINIC (Clinics for Intermediate Review and Intervention by Nurse Specialists in

Cardiology) trial aimed to test the cost-effectiveness and acceptability of a prompted nurse-led

community clinic in managing patients with coronary heart disease and heart failure, as well as

the ability of specialist nurses (and GPs) to identify patients for whom echocardiography is

appropriate.

Conclusions

Outcomes
following
discharge
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Patients were identified through practice records/registers in Leicester City West Primary Care

Trust, and were invited to participate in a ‘research study’. Of the 29 practices approached,

20 agreed to participate in the trial and were randomised either to control (10 practices) or

intervention (10 practices). Overall, 1,186 patients (514 intervention and 672 control) were

included in the intention to treat analysis of the trial.

All practices received local evidence-based recommendations for diagnosis and management of

patients with heart failure. In addition, intervention practices included: 

• trained secondary care nurse 

• nurse-run, prompted call/recall of patients with primary care diagnosis of coronary heart

disease and/or heart failure

• direct access to heart failure clinic

• nurse-requested echocardiography.

Control practices had access only to open-access echocardiography.

Outcome measures included:

• adequate assessment and treatment of risk factors

• appropriate secondary prevention of patients with coronary heart disease

• appropriate investigations and management of patients with heart failure

• cost-effectiveness

• disease-specific quality of life questionnaires.

At baseline, echocardiography had been recorded in 50.3% of patients in the intervention group

and 52.7% of patients in the control group. During the 12-month follow-up period of the study,

echocardiography was performed on patients who had not had an echocardiogram at baseline in

68.5% of the intervention group and 19.6% of the control group. Patients in the intervention

group were significantly more likely to have an echocardiogram at 12-month follow-up (odds

ratio 8.9 (4.3–18.9); P<0.0001).

In terms of drug therapy, usage of beta-blockers and ACE inhibitors/angiotensin II antagonists

was similar in both groups at baseline. However, by 12 months, patients in the intervention groups

were significantly more likely to have received treatment (P<0.0001 for both drug classes). 

Study results

Study design
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Table 3. Pharmacological therapy in patients without contraindications

Intervention patients Control patients
(%) (%) P value

Use of beta-blocker 
at baseline 33.9 34.6 Not significant

Use of beta-blocker 
at 12 month follow-up 44.9 33.9 <0.0001

Use of ACE inhibitors/angiotensin II
antagonists at baseline 58.0 57.4 Not significant

Use of ACE inhibitors/angiotensin II 
antagonists at 12 month 72.0 61.7 <0.0001
follow-up



2 Heart failure projects

Heart failure nurses used echocardiography more effectively: 52% of patients referred by the heart

failure nurse had an abnormal echocardiogram, compared with 22% of those referred by a GP. 

Primary care based clinics run by specialist nurses improved:

• the application of appropriate secondary prevention measures in patients with heart failure

• the assessment of patients with a diagnosis of heart failure.

Heart failure nurses have excellent ability to discriminate patients for whom echocardiography is

appropriate.

Lothian Heart Failure Network

Janet Reid, Lead Heart Failure Nurse; Rae Goode, Heart Failure Volunteer Co-Coordinator;

Dr Martin Denvir, Lead Clinician

The Lothian Heart Failure Steering Group was formed to address the management of heart failure

patients in the community. It implemented programmes of care designed to: 

• reduce hospital admissions 

• improve the quality of care patients receive at home 

• reduce patients’ social isolation

• address the palliative care needs of patients.

The Heart Failure Liaison Nurse Service is a hospital outreach service for patients within Lothian

admitted to hospital with NYHA class III/IV heart failure. It aims to facilitate titration of drug

therapy in accordance with the Scottish Intercollegiate Guidelines Network (SIGN) Guideline 35

and Lothian heart failure guidelines.

The service provides education to patient and carer on symptom recognition and control. Home

visits are determined by the patients needs. There is monitoring of patients’ blood chemistry and

their general condition. In addition, liaison between the GP, consultant and other health care

professionals ensures a multidisciplinary service.

Nursing service discharge criteria include:

• minimum of six months within nurse service

• medications optimised as per SIGN 35

• no medication changes for three months

• discharge summary, with agreed handover of care to primary care team

• if further clinical deterioration occurs then patients may be referred to the heart failure

nurse team

• clinical judgement.

The network also supports local GP practices in achieving General Medical Services (GMS) targets,

by offering:

• direct access echocardiography from primary care

• advice and support in setting up chronic heart failure registers

• advice and support on diagnosis and management via website and advice from heart failure

team

• practice nurse heart failure education courses.

The service
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Of the 186 patients who have accessed the service, most are elderly – with 70% aged over 71.

Patients are predominantly male (around 70%) and mainly NYHA class II and III.

Drug usage is high. Almost all patients are on a diuretic, while around 80% of patients are taking

an ACE inhibitor or angiotensin II antagonist.

A two-day course is offered aimed at health care professionals wishing to gain an insight into

caring for patients with heart failure. Accreditation is available on completion of a day’s practical

experience and submission of a case study. The course is ideally aimed at practice nurses and

district nurses.

In addition, the Lothian Heart Failure Network runs a website (www.show.scot.nhs.uk/lhfn). This

is a practical interactive tool to aid all health care professionals in diagnosing, assessing and treating

heart failure. It provides staff with advice, support and guidelines.

The Network has developed referral criteria for palliative care:

• ongoing symptoms of pain or breathlessness, not well controlled by current medication

• where, in the consultant’s opinion, the prognosis is of death within 12 months

• where there is a complex background of social, psychological and medical problems,

combined with severe cardiac disease.

The heart failure volunteer service is a unique social support service for patients with heart failure

supported by Chest, Heart & Stroke Scotland. Patients identified as having unmet social needs are

referred from the heart failure nurse. The coordinator recruits lay volunteers and matches them

to patients. This service provides much needed social and non-medical support for heart failure

patients, especially the elderly, those living alone or those with mobility problems.

North Tees and Hartlepool NHS Trust clinical audit in secondary care

Dr Ananthaiah Shyam-Sundar, Heart Failure Clinical Lead; Terry Holdcroft, Heart Failure Audit

Lead; Karen Hann and Carmen Neave, Heart Failure Audit Facilitators

The National Service Framework for Coronary Heart Disease charged health professionals with

arranging appropriate investigations (electrocardiography and echocardiography) to confirm or

refute a diagnosis of suspected heart failure. Subsequently, the NICE/NCC-CC clinical guideline

on chronic heart failure provided a diagnostic algorithm for the investigation of these patients.

The North Tees and Hartlepool NHS Trust conducted a clinical audit in secondary care. The

project had two major aims: 

• from the patient perspective, to establish a specialist, seamless and holistic package of care

for the heart failure community

• from the hospital perspective, to continuously monitor performance against national

standards, in order to drive improvement through change.

Annual results for the calendar year 2003 were collected from inpatient episodes of heart failure.

Data collection began with retrospective identification using ICD 10 clinical coding. Then from

September 2003, data were collected prospectively, by identifying patients on admission to medical

wards (ICD 10 was used for confirmation).

Audit
methodology
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Number of admissions: there were 631 separate hospital admissions, representing 486 patients.

76.2% of patients had just one admission; 16.1% had two admissions; 7.7% of patients had three

or more admissions.

Length of hospital stay: in total, there were 492 episodes resulting in discharge. The mean length

of stay was 12.6 days; the median length of stay was eight days.

Most patients were aged over 60 years. 53% of admissions were male and 47% female, with an

overall mean age of 75 years and median 76 years. 22% of episodes resulted in death.

Echocardiography was performed in 49% of patients on the current admission, or had been

performed on a previous admission in 36% of cases; in only 15% of cases was it not performed

at all. In addition, patients were generally well investigated by ECG, haemoglobin, chest X-ray and

renal function tests.

Among the 537 episodes with echocardiography recorded (either on the latest admission or

previously), semi-quantitative assessment of left ventricular function (‘eyeball assessment’)

revealed:

• severe left ventricular impairment – 45%

• moderate left ventricular impairment – 19% 

• mild left ventricular impairment – 12%

• normal left ventricular function – 24%.

Drugs on discharge: for the 492 episodes resulting in discharge, ACE inhibitors were given in

about 80% of patients, diuretics to about 90%, beta-blockers to around 40% and digoxin to

about 30%.

SUCCEED 

Dr Graham Archard, Project Director, SUCCEED

Successful Cardiac Care based on Evidence and Effective Delivery (SUCCEED) is a primary care-

based package of cardiovascular care practised in cooperation with secondary care that uses

patient-held records with agreed objectives. Because it increases communication between primary

and secondary care, it offers some useful lessons to heart failure management.

The care pathways used in SUCCEED were produced by Delphi principle. The original version

was produced by three GPs, a health authority medical advisor and two cardiac rehabilitation

nurses, with input from the local medical audit advisory group.

Initially, all Dorset practices were invited to attend and modify the care pathways. There was input

from more than 50 practices, resulting in the 14th and final version.

SUCCEED has been widely published and is nationally known and supported. In September 2000,

an article in the magazine Bandolier reported that:

The work in Dorset on the SUCCEED project has shown the merit of countrywide work to provide a framework

for local action. It showed that the minor irritations of trying to do a good job could be overcome by planning

information and resources, and then getting on with it… Ambitious targets for cardiac care were met, and

confidence generated to improve those targets even more for the future.

Introduction
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The article went on to show a decrease of 20 deaths per year, and a decrease of 37 re-infarctions

per year, across Dorset.

SUCCEED is a highly patient-focussed project by which patients:

• are made aware of best evidence-based practice and become expert users

• receive individualised care and agree their own goals

• hold on to their own records

• make a contract with the primary health care team.

SUCCEED is coordinated from a GP’s surgery under GP supervision, but run on a day-to-day

basis by a care manager – usually a practice nurse. However, the project uses the skills of all the

primary health care team members:

• the whole primary health care team and secondary care team produced and modified the

project

• the project is owned by the teams

• the skills of nurses are central to the project as care managers

• the skills of all health workers are included in the care pathways and contribute to the record.

SUCCEED is malleable; feedback is encouraged and changes have been incorporated into the

pathway over many years of implementation. Nothing is set in stone. This means that SUCCEED

can be changed as new evidence becomes available.

Many different projects and areas have successfully adopted and adapted SUCCEED as a preferred

delivery method for evidence-based cardiovascular care. The project has moved through several

phases and at the time of writing has reached phase 4.

SUCCEED addresses the key study aims of the CHD Collaborative:

• know all patients with heart disease

• be systematic and proactive in managing care

• ensure timely and focussed support from secondary care

• involve patients as active partners

• develop effective links with other key local partners.

The project has been ‘tried and tested’ over seven years, and is very popular within both primary

and secondary care and also with patients.

A teaching practice in Dorset that recently joined the CHD Collaborative found that its results

were some way behind that of a non-teaching practice that had been using SUCCEED. 
Results

Critical
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Table 4. The results of a teaching practice compared to those of a non-teaching practice using
SUCCEED

Teaching practice (%) SUCCEED practice (%)

Patients on aspirin 51.2 76.8

Patients on beta-blockers 27.7 41.2

Patients on statins 22.8 56.3

Patients with BP < 140/85 25.7 39.7
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Wallasey Heart Centre heart failure programme

Dr Anthony Cummins, Clinical Director, Wallasey Heart Centre

The Wallasey Heart Centre (www.wallaseyheartcentre.nhs.uk) was established in 2000 to provide

an accessible service to a high-risk population. Wallasey then had a higher than UK average coronary

heart disease death rate and a large population at risk of developing the condition. Services were

distant and clinic non-attendance rates were high. Ethnic minorities in particular did not access

services and providers did not particularly advertise their services to these high-risk groups. In

addition, cardiology services had routine waiting times for outpatient contact of six to seven months.

Since 2000, the maximum waiting time at Wallasey Heart Centre has not exceeded six weeks with

most patients seen within two weeks.

Birkenhead and Wallasey Primary Care Trust runs the Wallasey Heart Centre and has developed

partnerships with others for the benefit of Wallasey residents:

• the trust’s GPs and practice nurses 

• the leisure services department of Wirral Borough Council 

• the HealthLinks health promotion service, through which it assists with lifestyle and weight

management

• Wirral Heartbeat, a local cardiac charity, with outreach gyms at Wirral Fire Stations 

• Irish Community Care Merseyside

• Wirral Multicultural Centre.

The day-to-day running of the centre is carried out by: 

• a GP with a Special Interest (GPwSI)

• a team of cardiac rehabilitation nurses 

• a team of lifestyle and weight management advisers 

• an administrator.

Referrals to the Centre are made by GPs and practice nurses from all 18 practices within the

Wallasey Local Health Directorate, the Wallasey end of the Birkenhead and Wallasey Primary Care

Trust. The service operates four times a week and offers patients:

• individual GPwSI assessments

• same-day fax back service to GPs and practice nurses 

• phone advice and email services for GPs and practice nurses 

• a cardiac rehabilitation service (individual assessment and group rehabilitation) 

• a lifestyle and weight management service 

• a supervised exercise programme through partnership with Wirral Borough Council’s

leisure services department

• help with smoking cessation 

• stress management 

• user and carer combined sessions with carers given support and encouragement.

Who runs the
Centre?
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The Centre undertakes a range of investigations for patients with heart failure, including an ECG,

BNP testing, echocardiography and ambulatory blood pressure monitoring.

Uniquely, Wallasey Heart Centre heart failure patients benefit from a strong focus on psychosocial

care. The Global Mental Health Assessment Tool (GMHAT) is a locally developed, published

instrument used to identify a wide range of mental health problems, providing computerised

diagnosis, a rating of symptoms and a referral letter. GMHAT identifies the large number of users

with unrecognised mental health problems related to heart failure, many of which have an adverse

effect on the overall outcome and quality of life. A quick, easy-to-use and validated tool such as

this is potentially useful in a heart failure service. The primary care version of the instrument was

presented at the Royal College of Psychiatrists’ annual meeting in July 2003 and also published in

World Psychiatry by Sharma et al in June 2004.

The financial and economic aspects of patients’ well-being are managed through a partnership

with the local Citizens Advice Bureau to ensure they are in receipt of appropriate benefits and

allowances. In addition, they ensure carers’ benefits are optimised. Because of the often terminal

nature of heart failure it is important that Citizens Advice Bureau staff can ensure better quality

of life through providing a conduit to funds that can pay for taxis etc to socialise.

After care is provided to all patients by means of:

• annual review as well as patient/user-led approaches via email and phone to Wallasey Heart

Centre or directly to the patient’s GP 

• links with palliative care

• access to unique locally-based Outreach Exercise Services: Fire Service Gyms

– Funded through Wirral Heartbeat a local charity of ex-patients/volunteers

– Wallasey Fire Station is located next door to Wallasey Heart Centre

– Users can continue exercising having completed their Heart Failure Programme

– The sessions have a staff member on site once weekly to answer queries, establish they

are taking appropriate drugs and check on benefits uptake.

In addition, there is a programme of continuing education around heart failure for GPs and nurses.

This involves cluster groups, interactive discussions and case analyses. Some of this is done at the

Centre for the benefit of the nurses and physiologists who work there, but larger groups of nurses

are also educated, for example practice nurses through organised training programmes.

Care of
patients with
heart failure

Audit results
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Table 5. A breakdown of the purpose of referrals to the Wallasey Heart Centre

Referrals

GpwSI assessment 663

Cardiac rehabilitation 616

Lifestyle and weight management 1,292

ECG 1,586

TOTAL 4,157
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❑ Referrals to secondary care reduced (only 9% of all referrals are now referred on to

secondary care).

❑ The Wallasey standardised mortality ratio (SMR) for CHD is now below the UK average

for the first time and still falling. Within Wirral peninsula, Wallasey village now has the

lowest SMR (for both adults and the elderly). Figure 8 below shows the historically higher

SMRs in Birkenhead and Wallasey by contrast to Bebington and West Wirral. The graph

shows a 20 year sweep of CHD SMR comparing the three local regions in comparison to

the UK average.

❑ One conclusion we have drawn from this is that, though GPs and practice nurses in both

Birkenhead and Wallasey practices were implementing the NSF for CHD on a practice

basis, the Wallasey practices had access to evidence-based coordinated care management

through Wallasey Heart Centre. Its presence was the only difference between the two areas’

25

Fig 8. Five-year rolling SMRs for three areas within the Wirral peninsula between 1981 and 2000. The
hatched line at 100 represents the UK average.
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approach to CHD management. The difference in rate of fall of CHD SMR is notable with

Wallasey, by 2001, falling below the UK average. We have since built on the strengths of

the service by opening a Birkenhead Heart Centre using GPwSIs and following similar

protocols as used at Wallasey Heart Centre.

❑ There is improved evidence-based prescribing as shown by three-year audit of prescribing

by Wallasey GPs (July 2001 to June 2004) of anti-platelet drugs, ACE inhibitors, beta-

blockers and statins compared to that of Cheshire & Merseyside Strategic Health Authority

and the UK average (see Figure 9). 

❑ Users are better informed, with improved concordance with drug treatments (evidenced by

independently confirmed improved blood pressure target attainment via the national

primary care collaborative).

❑ Carers are involved in the overall process and actively encouraged to attend.

❑ Since the presentation, further data have been obtained from the Department of Public

Health in the Wirral showing that not only has the CHD SMR continued to fall in Wallasey

(the Wallasey overall average is now down to 89.6) but that the figures for Wallasey Village

are now lower than the more affluent west Wirral, with the level in the over-75 year age

group (56.1) almost half the UK average.
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Fig 9. Prescribing of anti-platelet drugs, ACE inhibitors, beta-blockers and statins, July 2001 to June 2003.
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Table 7. The SMR for coronary heart disease in Bebington and West Wirral, Wallasey and
Wallasey Village, 1998–2003

<75 >75 Total

Bebington and West Wirral 82.6 71.8 74.4

Wallasey 114.1 80.3 89.3

Wallasey Village 75.9 56.1 60.7



2 Heart failure projects

The Whittington Rapid Access Heart Failure Service

Patricia Hargrave, Cardiac Nurse Specialist; Alexander Zaphiriou, Clinical Research Fellow;

Kathleen Mulligan, Health Psychologist, Suzanna Hardman, Consultant Cardiologist;

Whittington Hospital

The Whittington Hospital in London serves an inner city population of 250,000. Many of the

referring areas have a high social deprivation rating, which reflects high unemployment, low social

status, high alcohol, tobacco and drug abuse, and a high prevalence of psychiatric disease. These

all translate into a poor outcome from cardiovascular disease. In 1999 there was no heart failure

service, and an inadequate echocardiography service characterised by long waiting times.

A heart failure service was developed to provide early accurate diagnosis and optimal care for all

patients with heart failure, irrespective of where they sought health care, and with continuity across

primary, secondary and tertiary care.

In 2004, the heart failure service comprised a core team of consultant cardiologist, clinical nurse

specialist and specialist registrar. There are community-wide, evidence-based guidelines for the

diagnosis and management of patients with heart failure, relevant to the local population, and

complemented by hospital guidelines. These involve a shared care strategy, for patients admitted

with heart failure, delivered by cardiologists, physicians, and the heart failure team. The emphasis

is on early diagnosis and optimisation of diuretics and ACE inhibitors, and initiation of beta-

blockers, prior to discharge in a stable condition, and a plan for future management including

cardiology follow-up within 6 to 8 weeks. In this context we have explored the impact of a nurse-

led self-management intervention designed to empower the patients in their care. It is envisaged

that as the patient takes control recurrent hospital admissions decrease, their sense of well-being

improves and the resulting positive spiral of behaviour translates into improved outcomes. This

is being assessed in an RCT, as outlined below.

An information booklet has been developed locally for all patients admitted with heart failure,

and a novel postgraduate training programme for cardiac physiologists has transformed

echocardiography services, with average waits for routine outpatient studies of three weeks and

same day studies for urgent and inpatient requests.

There is also a one-stop rapid access heart failure clinic, led by a heart failure nurse specialist and

a consultant cardiologist, where patients are usually seen within days, and sometimes on the day,

of referral. Standard investigations in the clinic include echocardiogram, chest X-ray, and ECG

and the service will soon provide BNP testing. Diagnosis is made with clear treatment strategy,

together with regular follow-up for optimisation of medical management. The aim is for much

of this treatment optimisation to involve heart failure nurses working across primary and secondary

care.

These heart failure services allow integrated research to be undertaken, for example the UK

Natriuretic Peptide Study.

Clinical standards are continuously monitored through audit strategies, but new initiatives are

formally addressed through research studies. These have included the randomised controlled trial

of a nurse-led self-management intervention for patients admitted with heart failure due to left

ventricular systolic dysfunction. Patients were randomised to standard care or to the nurse-led

self-management intervention in the 48 hours prior to discharge, when clinically stable and on

Service
assessment

The service

Introduction
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optimal therapy. The nurse delivering this self-management intervention received training in the

techniques, consisting of more than 10 sessions over several months, from a health psychologist.

The primary outcome of the study is the reduction in the number of unplanned readmissions and

duration of hospital stay in the 90 days following the index admission. Secondary outcomes include

the reduction in the number of unplanned readmissions and duration of hospital stay in the 12

months following the index admission, 12-month mortality, adherence, psychological well-being,

quality of life, likely determinants of outcome and economic analysis.

A single type of intervention is unlikely to suit all patients and so an important part of the analysis

will be to examine which patient characteristics (demographic, clinical, psychological) predict

likely benefit. This approach should inform the future of nurse-led interventions elsewhere and

optimal development would include a range of approaches designed to suit different patients and

their health care environments.
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3 Commentary on the heart failure 
projects: strengths and weaknesses

These 11 projects provide a picture of what is possible when enthusiasts are minded to tackle a

major health problem. (And there may of course be other high quality heart failure projects not

presented on the day.) The projects have many similarities, and almost as many differences, but

from their varied perspectives a number of common themes emerge that are likely to be of relevance

to the care of patients with heart failure across the UK – and probably beyond.

At the risk of being simplistic, these projects can be classified into four different approaches:

diagnosis, audit, secondary care and primary care.

Four projects focus on diagnosis, leading to more focussed care intended to improve treatment

in the patients confirmed with heart failure. Two of these are secondary care-led (Hull and

Hastings), one is primary care-led but based in secondary care (Darlington) and the last (Leicester)

is nurse-led in primary care. The Leicester model was of particular interest to the workshop in

that that nurse-led initiatives around diagnosis seem to work and, moreover, have won over

sceptics concerned that diagnosis should be a medical responsibility.

Three projects (East Lancashire, North Tees and the Whittington) audit the care of patients

admitted to hospital and demonstrate deficiencies in care that can be corrected. 

Two projects from Scotland (Lothian, Glasgow) identify patients admitted to secondary care but

then follow them back into the community with emphasis on ensuring the right therapy is in

place.

Finally, two projects are based largely in primary care, of which one (SUCCEED) seems to be an

economical way of involving primary care to think seriously about the problems and the second

(Wallasey) seems to have concentrated on measures to prevent complications and has the most

robust outcome data.

All the projects have had as their starting point the idea that heart failure is a serious condition,

and each in different ways has recognised that the care delivery within their locality was suboptimal.

The most common deficiencies were a failure to demonstrate that the diagnosis was right and

patients not receiving treatments that could be of benefit. Some of the projects have gone further

than demonstrating the problems, and have started to tackle the deficiencies. No two projects are

identical, and different models appear to have worked in different areas. 

The next section will attempt to summarise the strengths and weaknesses of the projects and to

ask some specific questions that are intended to encourage those planning services to get it right

first time. It has been informed by the discussion sessions of the workshop but does not attempt

to address specific participants. There is no single simple way to manage heart failure, so this

section does not attempt to be definitive. There was a view from the workshop that two projects

stood out: the Leicester and Darlington models.
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It was generally agreed that the greatest strength of the projects was their emphasis on patient

involvement and education. This clearly offers the opportunity for greater self-care by encouraging

the patient to become involved in their own treatment, perhaps undertaking simple matters like

weighing and adjustment of their diuretic dose. This echoes the recommendation in the

NICE/NCC-CC guideline that the management of heart failure should be seen as a shared

responsibility between patient and health care professional. Another important facet of patient

involvement was taking note of the patient experience in developing local services (as prescribed

by the expert patient programme).

In addition, the projects were all based on improving communication in the broadest sense.

Improving communication between health care professionals and the patient, and offering

appropriate explanations, is crucial, although it takes time. It ensures that the patient and his or

her family understands (and agrees with) the aims of treatment. Each of the projects also sought

to improve communication between primary and secondary care, and also with tertiary care,

which is increasingly involved in the management of these patients where revascularisation, heart

transplantation or electrical therapy is being considered. The projects clearly recognised that where

‘stakeholders’ such as patients and health care professionals are not able to access the same

information, then patients are much less likely to receive optimal care. Improving communication

will go some way to ensuring integration of effort.

Inevitably, however, the projects also share a number of weaknesses. All have presumed that

appropriate medication has a role in reducing morbidity and, with one exception, they could all

be accused of simply measuring the process of prescribing more. The others have not been able

to demonstrate measurable improvement in outcomes for patients. Those projects that describe

audit results were not designed to demonstrate clinical outcomes. It is good that they have begun

the process of measurement. But the assumption that process is a reasonable proxy for outcome

relies on the extrapolation of clinical trial data to the real world – eg higher use of ACE inhibitors

shown to improve outcome in clinical trials is assumed to have improved the outcome for patients

in that locality.

However the Wallasey data does seem to show that intensive targeting of patients with medications

that prevent complications is of benefit in that the local SMR has fallen and continues to fall. This

supports the extrapolation of the research data and that prescribing (easier to measure) is a valid

process-based proxy of outcome. However one study does not prove the point and it would be

helpful if the other projects also monitored change in SMR. 

Demonstration of improvement in outcome will encourage commissioners of care to accept the

value of investing in service development. It is a moot point as to whether the outcomes to be

measured should include mortality, hospital re-admissions or quality of life, or a combination of

these. Disappointingly, none of the projects directly addressed the issue of effectiveness of resource

use. The cost of any improvements demonstrated was unclear – a disappointing lack for those

who have to commission service development.

Overall, these projects have demonstrated that there is a need for good data to persuade the

commissioners of care to invest in new services. Aspects such as drug prescription, mortality rates

and admissions are important, but there are other aspects of quality that require further

investigation. Although information technology and data collection were recognised as extremely

important, all of the project teams recognised this as a challenge on which the NHS had yet to get

a proper grip.

Weaknesses

Strengths
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3 Commentary on the heart failure projects

Implementing a heart failure service: measurements of success

The goal of heart failure services is not always spelled out. Perhaps inevitably for a condition with

a high mortality, success often focusses on reducing death rates. However, reduced hospital

admissions can also be an important indicator of success, and one that applies to a larger proportion

of patients. But as well as these ‘medical’ success criteria, it is important to evaluate the service

from the patient’s point of view. Quality of life scores can be measured, although there remains

a need for patient and health care professionals to agree what the goal of therapy should be (and

to modify this during the course of the syndrome). Services need to be able to tailor their overall

approach to individual patient needs.

It may be useful to consider the success of the projects against the eight key recommendations for

implementation in the NICE/NCC-CC guideline:

1. The basis for historical diagnoses of heart failure should be reviewed, and only patients whose

diagnosis is confirmed should be managed according to the guideline.

Getting the diagnosis correct is fundamental. The Hull project has the most comprehensive

diagnostic service possible, with every test available in the clinic, whereas in Leicester a specialist

nurse makes the diagnosis in primary care. These two represent different ends of the spectrum.

The audit data from Darlington show that of primary care referrals, only two in every five patients

had had the diagnosis confirmed – thus three of every five could have been treated inappropriately.

The Hull project, which covered more patients, excluded heart failure in two of every three referred

for assessment.

2. Doppler 2D echocardiographic examination  should be performed to exclude important valve

disease, assess the systolic (and diastolic) function of the (left) ventricle and detect intracardiac shunts.

Clearly it is desirable to know the underlying cardiac abnormality that led to the heart failure

syndrome. This will inform the subsequent process of care because:

• if there is impaired systolic function the evidence base for treatment is well described

• primary valve dysfunction requires specialist assessment with a view to valve repair or

replacement

• non-systolic heart failure (with no valve dysfunction) lacks a firm evidence base for treatment,

may be difficult to diagnose properly and is likely to require more specialist advice.

Most of the projects provided expert assessment at the time of first diagnosis, and relied on

echocardiography to confirm the underlying cardiac abnormality.

Hull has a very comprehensive clinic that takes mainly secondary care referrals and offers a

comprehensive diagnosis. It is essential that the diagnosis is correct, not only to confirm that the

patient has heart failure but also to identify its cause. Hull’s well-staffed clinic offers an extensive

range of tests. However, the key question is whether this model is sustainable and cost-effective.

Can it, heavily reliant on research nurses and doctors, translate into other areas of the NHS? It

demonstrated a very high rate of prescription of ACE inhibitors and beta-blockers for those with

confirmed heart failure.

As a lower-budget service, staffed by one nurse and one cardiologist with assistance from research

fellows, the Whittington model will be of interest to service providers. One of the key issues in

this service is the distinction between a rapid access heart failure service and a rapid access

echocardiography service. Proponents of the heart failure service would argue that providing an

Diagnosis
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echocardiogram does not equate to making a diagnosis of heart failure, and that the more broadly-

based service provides diagnosis and management planning. Both inpatients and outpatients have

access to this service. In common with many of the other projects, considerable emphasis was

placed on educational empowerment for the patient.

The right therapy is essential, as is a system for monitoring the usage of various therapies that

have been shown to improve patients’ symptoms, mortality and risk of hospital admission, such

as ACE inhibitors and beta-blockers. The key NICE/NCC-CC treatment recommendations were:

3. All patients with heart failure due to left ventricular systolic dysfunction should be considered for

treatment with an ACE inhibitor.

4. Beta-blockers licensed for use in heart failure should be initiated in patients with heart failure due

to left ventricular systolic dysfunction after diuretic and ACE inhibitor therapy (regardless of whether

or not symptoms persist).

Many of the projects involved drug initiation and up-titration, and most showed consistently high

prescription rates of ACE inhibitors and beta-blockers. Hastings has a heart ‘function’ clinic as

opposed to a heart ‘failure’ clinic. It is a rapid access service, which is oversubscribed partly because

of the burden of up-titration of beta-blockers. The project has a clear plan of expansion into a

more comprehensive service in the long run.

5. All patients with chronic heart failure require monitoring. This monitoring should include:

• a clinical assessment of functional capacity, fluid status, cardiac rhythm and cognitive and

nutritional status

• a review of medication, including need for changes and possible side effects

• serum urea, electrolytes and creatinine.

The quality of chronic disease monitoring was not specifically addressed in many of the projects.

The effort appears to have been concentrated on initial diagnosis, drug titration, and preventing

hospital readmission. This, of course, does involve monitoring of the clinical status of the patient.

Future projects are likely to shift focus on to chronic disease management, with involvement of

the patient and carer, and primary care linking with secondary care when required.

6. Patients with heart failure should generally be discharged from hospital only when their clinical

condition is stable and the management plan is optimised. 

The Lancashire project was an audit that identified the very high mortality in patients admitted

with heart failure. It clearly identified a great need and prompts the question of how best to identify

patients who require more specialist input to their care.

The North Tees and Hartlepool project was an audit of the duration of hospital admission – service

purchasers clearly want to know how long the patient is going to be in the acute facility because

it is very expensive. The average admission is eight days in this locality, not atypical for a European

hospital. However, in the USA the average admission is only four days. But what is, perhaps, just

as important is that the re-admission rate was really quite low in North Tees, which means that

the problem may be dealt with more adequately during those eight days than it is in the USA,

where the re-admission rate is considerably higher. Clearly, it is essential to get the balance right

between what is done during the hospital admission and what should be done as an outpatient

or in the community.

Treatment
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3 Commentary on the heart failure projects

7. The primary care team, patient and carer must be aware of the management plan.

Improved communication between patients and health care professionals in all sectors of care was

a key component of many of the system redesign projects. 

The need for good communication is so self-evident that one wonders why projects choose to

make it so prominent. It might be inferred that without the projects communication between

sectors and between clinicians and patient is perceived to be far from ideal. It is of note that the

two projects related most highly by the participants in the meeting both involved close and

successful links between primary and secondary care, and both made full use of specialist nurses

as well as doctors. It seems that traditional systems of primary/secondary care linkage via formal

letters are not sufficient for good care of a chronic condition. 

8. Management of heart failure should be seen as a shared responsibility between patient and healthcare

professional.

Although it was not specifically a heart failure project, it was significant that the SUCCEED project

empowered heart failure patients through the use of patient-held records and education.

The Lothian service was innovative in its introduction of the heart failure volunteer service, a non-

medical professional with whom a patient can discuss their problems and identify social issues,

psychological factors and other things that health care professionals might not address. Also

interesting was a web-based educational service available to any health professional wishing to

access information on, and diagnose treatment for, heart failure.

To achieve success in these key determinants requires that the service is comprehensive and

involves both primary and secondary care. Ideally, it was agreed that there should be a

multidisciplinary team including a heart failure specialist (who does not need to be a cardiologist

and may be a nurse or general practitioner trained in heart failure). Pharmacists and those from

social care and palliative care services should be amongst the other members of the team.

Organising the service

The Darlington project was centred on service provision. It offers an integrated heart failure

programme that takes patients from both primary and secondary care. It is a heart failure nurse

liaison service and clinic which has also introduced BNP as a diagnostic test. Importantly, the project

finds roles for both the pharmacist and nurses; pharmacists are becoming increasingly involved and

there is now additional money available for them to become involved in disease management.

The Glasgow project was a clinical trial leading to a service development. This project showed clearly

that nurse-led care produced a marked decrease in hospital admissions. One of the key elements

that persuaded the health authority to ‘buy’ the service was that robust data had been collected. The

database used by this service also records prescription rates, a useful process measure linked to two

of the NICE/NCC-CC key recommendations. The Glasgow project is home-based and is quite

intensive, but is now evolving into a mixture of home-based and clinic-based care.

The Leicester project used 20 general practices to make an interesting comparison of special care

with ‘usual’ care. It offers something that is quite innovative in that the nurse who is involved is

the primary diagnostician and also an independent prescriber. It is clearly pushing the frontiers

forward a little further. The study showed that the rate of echocardiography and the prescription

of ACE inhibitors and beta-blockers were higher with this model.
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The Wallasey Heart Centre project focused on the patients’ heart failure ‘journey’. The service

uses BNP as a test to aid efficient diagnosis of heart failure. An innovative feature of this service

was its emphasis on the psychosocial aspects of heart failure, and access to an exercise programme.

It was generally recognised that many clinicians and patients believe that people with heart failure

cannot exercise, when in fact many of them can obtain considerable benefit.

Although not one of the ‘key’ recommendations of the NICE/NCC-CC guideline, the value of

local and regional networks that can identify patients as being likely to benefit from ‘high-tech’

treatments, such as transplantation, cardiac resynchronisation and implantable defibrillator

implantation, was acknowledged. The NICE/NCC-CC guideline gives recommendations on when

patients should be referred for such more specialised assessment.

What makes these projects work?

The NSF targets for heart failure are clear, with more specific advice about evidence-based care

published in the NICE/NCC-CC guideline in 2003. The 11 projects described here align closely

with these documents, and provide clear pointers to what does and does not work in improving

heart failure services in the NHS. Such critical success factors were amplified by group discussions.

With one exception, all projects involved patients from either primary or secondary care gaining

benefit from a service that fundamentally revolves around a process of an authoritative diagnosis,

with rapid synthesis of a management plan, treatment initiation and titration, before subsequent

chronic disease management.

Only the Leicester project had a variation on this process; here a nurse specialist linked directly

with primary care and made the diagnosis of heart failure. It was noted that at the initiation of

the project there was a high degree of scepticism among the general practice personnel. This

scepticism has now largely disappeared, the GPs are now highly supportive of the nurse’s role.

There is agreement that heart failure clinics are good news for those with the condition. Whether

the one-stop or rapid-access clinic should function as a service to ‘rule out’ heart failure, or to

provide a complete diagnostic assessment, is an interesting issue. A diagnostic clinic implies a

differential diagnosis and, therefore, that those who work there know not only about heart failure,

but also about other causes of breathlessness. This is perhaps not traditional nurse training, and

the question is raised of whether nurses should be running diagnostic clinics or whether they

should be limited to running ‘rule out’ clinics, leaving it to the GP or physician to work out the

cause of breathlessness after heart failure has been excluded.

Most projects start at the door of the health service; they do not look at those with undiagnosed

heart failure in the community, nor those who have historically been given a potentially inaccurate

diagnosis of heart failure. Some of these patients may be on the drugs for heart failure but do not

stand to gain from them. This is an issue that primary care needs to address, and one which has

been highlighted in the NICE/NCC-CC guideline.

It is clearly important to have appropriate specialist input at all levels of the service, as well as

access to and strong links with other relevant services such as interventional cardiology, cardiac

rehabilitation, palliative care and social services. It is very important to identify roles – who does

what in the service and where. The group felt it important to move away from titles such as GP,

nurse or consultant and towards a competency-based assessment whereby the system should allow

anyone who is competent to do something to do it.

Patients with
undiagnosed
heart failure in
the community

Should a heart
failure clinic
do more than
diagnose
heart failure?
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3 Commentary on the heart failure projects

Local champions were generally thought to be important; each of the 11 projects clearly have

theirs. Whether the champion is a clinical professor or a nurse is probably less important than

that they are enthusiastic and prepared to work hard, in primary or secondary care, to drive the

process of setting up these services.

All of the projects have the potential to be transferred to other health care settings in the UK.

Resources are, however, an important issue. Some of these service models are clearly more

expensive than others, and they have not undergone a proper health economic evaluation. Few

would challenge the idea that they are likely to result in clear health gains in terms of getting people

onto the right drugs, reducing admissions and so on. But setting that against the cost of the service,

especially how much the service would cost across the entire community, is sorely necessary. Often

these services have been initiated with support from non-NHS sources, and with no guarantee

that there will be NHS support in due course.

However, there was also general agreement that finance is not the only limiting factor. Recruiting

and retaining well-trained and enthusiastic staff often limit service redesign, even when finance

is available. This is particularly true when the staff are heart failure nurse specialists and

echocardiography technicians.

Readmissions or mortality may be important outcomes by which to judge the success of care at

a national level, but it was recognised in the 11 local projects that it was very difficult to assess

these and to show a statistically significant change after implementing service redesign. Even in a

condition with a high mortality there may be few deaths within a centre, leading to wide confidence

limits and little chance of showing differences greater than those that could be due to chance. 

Furthermore, counting admissions is not without its problems. Often there are several reasons

for admission (including social and other non-medical issues), and in patients with numerous co-

morbidities it is unrealistic to expect heart failure interventions to prevent all of these admissions.

It is also widely recognised that coding of heart failure as a cause for admission is done poorly.

However, the workshop noted that health care commissioners are increasingly asking for measures

of patient satisfaction, for which there are only limited tools available. Patients might also select

a better quality of life as even more important.

There is an idea in primary care of what patients want, but do we actually know for sure? The

NICE/NCC-CC guideline was drawn up with patient input regarding priorities. This revealed the

importance of communicating with patients. An accurate and timely diagnosis is essential, with

an appropriate explanation of what is actually wrong with the patient being enormously important.

It was agreed that many people are never told or are not aware of being told what is wrong with

them, nor how they can help themselves to stay well. Most patients take it for granted that once

a diagnosis is correctly made they will be given appropriate treatment. This is a challenge for health

care professionals to live up to.

Many, if not all, general practitioners would prefer to have an echocardiogram or some other

confirmatory evidence that they are on the right diagnostic track. Most often this is provided

within the hospital. Ideally, it should be available after a single visit to a clinic rather than after

repeated visits for further diagnostic tests. However, where there are general practitioners in

primary care who are very keen and knowledgeable about managing heart failure and have echo-

cardiography available there is no reason why the diagnostic service should not remain in their

hands, with onward referral when necessary.

Diagnosis and
treatment in
primary care

What do
patients want
from services?

Which
outcomes
should
projects
measure?

What about
resources?
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In many hospitals there are simply not enough consultant cardiologists to manage all patients

with heart failure. Many patients will be managed by geriatricians or on general medical wards. 

Ideally, within each hospital there should be a system by which non-cardiologists are able to share

the care of heart failure patients with a cardiologist or specialist nursing team in order to ensure

that the patient receives appropriate care, irrespective of their age and other health problems.

The NICE/NCC-CC guideline recognises that a specialist in heart failure need not necessarily be

a cardiologist. They may be a general practitioner or a specialist nurse, but they must have

appropriate special knowledge of, and experience in, heart failure.

It was noted that there are plans within the national programme for a computer-based decision

support system to help the non-specialist. This may represent a golden opportunity for heart failure.

The instruments available to assess quality of life include the SF-36, a generic quality of life

assessment tool, and the disease-specific Minnesota Living with Heart Failure Questionnaire. Both

have merits, but there are differences between using these tools in a research context and using

them in routine practice. They were designed to be used by trained professionals, which raises

questions about the amount of time required to administer them properly. In practice, however,

asking patients to complete them does not seem to be a problem, at least in specialised clinics. 

There is an important distinction to be made between using a quality of life tool in individuals

and in a group of patients within the clinic or service. Within an individual there is usually too

much noise and variability for results to be meaningful, but used in a group of people it is probably

more meaningful. 

In general, validated quality of life tools are blunt instruments that have value in assessing a service

or clinic rather than individual patient care. While it is possible to report improvements from a

service, there is little experience or data upon which to base an opinion as to whether a particular

service is adequate or not. We do not have any benchmark data against which to compare. And

a final drawback is that they most often use measures that have been determined by clinicians not

by patients. This is something that needs to be considered when designing tools like this – too

often the patient’s agenda is overlooked.

The BNP test should be used to discriminate between breathlessness due to heart failure and

breathlessness due to other pathology such as chronic obstructive pulmonary disease and obesity.

Studies conducted in Glasgow suggest that using BNP appropriately can save large sums of money

on diagnostic tests such as echocardiography.

BNP has a proven role in indicating whether or not there is something wrong with the heart. Its

role in excluding heart failure has been demonstrated in community studies; a breathless individual

with a negative BNP is highly unlikely to have heart failure and so alternative diagnoses should

be sought. By contrast, a patient with a positive BNP is likely to have some form of cardiac

abnormality and therefore require further cardiac investigation. Such a patient should be referred

for specialist assessment to the rapid access heart failure service. 

However, there have been no pragmatic studies of BNP use by GPs and no cost-benefit studies in

this setting. This has led to reluctance by PCTs or acute trusts to fund this test. Furthermore, the

test should not be viewed in isolation: the other components of a high quality and timely diagnostic

service also need to be in place so that patients with raised BNP can be evaluated rapidly.

The role of
BNP in
suspected
heart failure

Measuring
quality of life

Should non-
cardiologists
care for heart
failure?
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3 Commentary on the heart failure projects

There is great inequality across the country in the provision of specialist heart failure nurses –

Cumbria has just two, while Leicestershire has eight community-based heart failure nurses.

Frequently, nurses are funded by the local NHS as a result of deals leveraged by ‘local champion’

consultants through stealth and ‘soft money’, or on the back of Health Action Zone projects. The

lack of a local champion may be the reason that there are no heart failure nurses in many areas.

Where there are limited resources, and no national plan for implementing heart failure service

improvements, there is a danger that provision of echocardiography services will become a proxy

for the provision of heart failure services, causing the specialist management of heart failure as a

chronic disease to be side-lined. To guard against this, local champions will again be required. 

However, the lack of echocardiography technicians is also an issue. A strategy is needed to ensure

that we put into place the appropriate training and career structure for people who are going to

support this process. Difficulties in this direction were encountered at the Whittington Hospital,

when it set up its heart failure service. The Whittington established its own graduate training

programme, which attracted a great number of applicants. Local solutions to national problems

may be a way forward – but will not work where there is no local champion.

In terms of resources, the government made a political decision that the service and professions

would tackle the expensive aspects of the coronary heart disease agenda first. With the current

moves towards local determination it is now up to local health economies to encourage their PCTs

to take heart failure seriously. Workshops are currently being organised around the country to

help develop a competency-based approach to the use of health professionals, under the Skills for

Health initiative. The work of Skills for Health is central to the strategic development of the UK

health sector workforce (www.skillsforhealth.org.uk).

Key to arguing for more resources is a high quality disease register. This should contain basic

demographic and diagnostic information, as well as key process and outcome indicators. It is

needed to ensure that the work that goes on under the new primary GMS contract reflects the

true situation, and impacts on quality of care. There may also be scope for a MINAP-style national

audit.

Tackling the
resources
issues

Tackling
inequality in
service
provision
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4 Key lessons for future projects

There was general agreement in the workshop that the ideal service model should include a rapid

access diagnostic clinic for heart failure, characterised by clear district-wide criteria for referral to

the service. A correct diagnosis is essential if subsequent care is to be efficient – and the Hull and

Darlington data clearly demonstrate the potential to get things wrong in the absence of such a

service. The next few paragraphs address what such a diagnostic service might be like.

The nature of the diagnostic service

The diagnostic service should be a rapid access heart failure diagnostic clinic as opposed to a rapid

access echocardiography service.

The service may be run mainly by specialist nurses, but the diagnostic clinic should always have

a clinician (most likely a physician, but it could be a GP with a special interest in heart failure)

immediately available in order to rule heart failure in or out. Front-line nurses should always be

able to refer difficult cases to this specialist.

Ideally this physician would see all patients at least once and would have clear lines of referral to

other specialists (GP, respiratory specialists, tertiary care and so on) for patients in whom heart

failure is ruled out or where more than one condition is present.

The service should offer diagnostic tests such as electrocardiography and echocardiography.

Based on the composite of clinical signs, BNP test result and echocardiography (as in the

NICE/NCC-CC guideline), the service would clearly identify several groups of patients, those with

a definite diagnosis of heart failure and those with no heart failure who require onward referral

to other specialists for further investigation or other treatments (respiratory specialists, tertiary

cardiac centres and so on). With the former group it would identify whether the heart failure is

due to left ventricular systolic dysfunction, which provides a mandate for prescribing drug therapy.

In addition, it would identify those patients with a preserved ejection fraction, for whom at present

little is known about the best management.

In this way, the rapid access heart failure service would be highly efficient at making appropriate

diagnoses for each patient and for ensuring that patients receive appropriate intervention.

What interventions should the clinic offer?

Following a diagnosis of heart failure, and assuming that patients are not being referred onwards,

intervention should be aimed at providing symptomatic relief and educating patients about their

condition and how they can access appropriate support processes.

The service should therefore offer initiation of drug therapy and up-titration until the patient is

stabilised. In addition, it should engage with the patient about heart failure, introduce the idea of

self-care, and address all of the other issues surrounding psychological support, volunteer services,

rehabilitation, palliative care and so on. The need for such services will depend on the patient’s

stage of heart failure.
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How far should intervention be taken?

Patients’ knowledge of heart failure is often very poor, and their expectations of management

imprecise. In part this is because they are not given sufficient information. It is the responsibility

of the heart failure service to educate patients appropriately, and thereby to help them understand

what can realistically be achieved by appropriate treatment.

Clearly, it is not feasible that all patients with heart failure should be totally asymptomatic, even

if they are on optimal medical therapies. Therefore, an individual management plan, clearly

identifying goals, should be developed with each patient. For some the goal of management may

be to avoid hospital admission, for others it may be reducing symptoms; for some it may be some

measure of overall quality of life. The goal is likely to vary with the patient’s age and underlying

pathology.

A small number of patients may benefit from cardiac resynchronisation and other such ‘high-

tech’ interventions. Many patients will not wish to push intervention too far providing they know

they are not worsening their condition. For an elderly, frail patient, the degree of acceptable

intervention may be less than that for a younger patient. Therefore, the goal of any heart failure

service should be to provide individualised intervention, tailored to each patient. 

The intervention plan should set a goal, and a timescale for achieving that goal. Ideally, the patient

will then be supported to achieve it. For instance, the goal may be to get the patient free of symptoms

(or much less symptomatic) over 12–18 weeks with up-titration of therapy. Where this is not

achieved then the plan should allow for referral back to the physician to check that there is nothing

more that the patient would wish to be done.

Where should the clinic be sited?

The diagnostic clinic need not necessarily be in a hospital. Each health care community should

consider what is best for their population. The clinic should, however, be as local as possible and

ideally within a local community surgery, although this may prove more of a challenge than

establishing it in a large hospital.

The important characteristics are that the clinic should be able to respond rapidly to patients (for

instance if they feel their management is failing to control symptoms) and to offer rapid access

(for example, where the patient’s GP requires further advice). However, there should also be some

sort of tacit agreement about what is achievable for that individual patient, hence the need for a

management plan with individualised goals.

What should the outcome measures for success in heart failure treatment be?

There is no widely generalisable outcome measure for treatment success. No surrogate measures

indicate the outcome of management in the way that, for example, glycated haemoglobin can be

measured for patients with diabetes. Furthermore, there are no generally agreed quality of life

measures. 

The only widely used outcome measures are death and hospital admission/re-admission rates.

Cardiologists, clinicians and patients alike are not happy with either.

The lack of outcome indicators is clearly an issue for PCTs and other potential purchasers of

services, who will clearly require indicators of success. The workshop agreed that further work is

needed in developing such indicators.
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5 Summary

The NSF and the NICE/NCC-CC guideline provide a framework for improvement, but nothing

will happen unless each health care community picks up the challenge. Additional resources are

likely to be required, and local champions will be expected to provide evidence of the effectiveness

of service redesign. More attention should be given to improvement in quality of life, and also to

hard clinical endpoints such as mortality and re-admission rates and process measures such as

use of drug therapy.

Improvement is likely to occur only where there is: 

• a local champion

• an area-wide approach

• good data collection

• synergy with stakeholders’ targets, such as the new General Medical Services quality

indicators

• reduction in emergency hospitalisations.

The workshop agreed that the ideal heart failure service would involve some form of rapid diagnosis

clinic staffed by a diagnostic team rather than by an individual working alone.

It is essential that patients are empowered to take part in their own management, which should

be tailored to their needs and, once agreed, should be rapidly implemented. 

Monitoring of the patients’ clinical status should be a responsibility shared between primary and

secondary care, and, increasingly, with the patient.

Good communication between health professionals, the patient and the patient’s family should

underpin the service. A unified approach across the local health community is essential for success.

Collecting high quality data relevant to the quality of care, and linked with the key recommendations

of the NICE/NCC-CC guideline, should permit local (and national) audit and the identification

of inequalities requiring a solution. The MINAP model might be worth pursuing as an effective

method of completing the audit loop. 

In an informal vote at the end of the workshop, the Leicester and Darlington models were judged

to be the most interesting and innovative, with the greatest scope for wider roll-out. However,

this impression was subjective and does not rule out one of the more intensive options eventually

proving to be more cost-effective.

There is a problem – and there are potential solutions. There is not an obvious single ‘best buy’

among the various projects, but there are many good, tested ideas and nothing to prevent every

health community in the country setting up dedicated heart failure services. If it is ignored now,

then the likely increasing prevalence (reflecting the ageing population) will be very hard to manage.
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Appendix 1: Organisations which
contributed data on heart failure
management

Darlington Primary Care Trust
Dr Ahmet Fuat, GP Specialist in Cardiology; Dr Jerry Murphy, Cardiologist; Victoria Duffy,

Specialist Nurse; The South Durham Heart Failure Network (ahmet@fuat.freeserve.co.uk)

Glasgow Heart Failure Liaison Service
Lynda Blue, Nurse Co-ordinator, Department of Cardiology, Western Infirmary, Glasgow

(lynda.blue@northglasgow.scot.nhs.uk)

Hastings & Rother
Dr Hugh McIntyre, Consultant Physician, Conquest Hospital; Jo Barrett, Lead Nurse; 

John Rivett, General Practitioner (hfmdoc@aol.com)

The Hull LifeLab
Professor JGF Cleland; Dr Andrew Clark; Dr Nikolay Nikitin; Anita Parker, Heart Failure

Nurse Practitioner (anita.parker@hey.nhs.uk)

Lancashire & South Cumbria CHD Collaborative
Jennifer Watts, Project Manager, CHD Collaborative; Angela Graves, Heart Failure Specialist

Nurse, East Lancashire Hospitals NHS Trust (joanne.twissell@clha.nhs.uk)

Leicester CLINIC
Dr Ian Squire; Louise Gisbourne, Heart Failure Nurse Specialist; Janet Baines, Heart Failure

Nurse Specialist (janet.baines@uhl.tr.nhs.uk)

Lothian Heart Failure Network
Janet Reid, Lead Heart Failure Nurse; Rae Goode, Heart Failure Volunteer Co-Coordinator;

Dr Martin Denvir, Lead Clinician (janet.reid@luht.scot.nhs.uk)
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North Tees and Hartlepool NHS Trust
Dr Ananthaiah Shyam-Sundar, Heart Failure Clinical Lead; Terry Holdcroft, Heart Failure

Audit Lead; Karen Hann and Carmen Neave, Heart Failure Audit Facilitators

(terry.holdcroft@nth.nhs.uk)

SUCCEED
Dr Graham Archard, Project Director (g.archard@doctors.org.uk)

Wallasey Heart Centre Heart Failure Programme
Dr Anthony Cummins, Clinical Director, Wallasey Heart Centre 

(wallasey.heartcentre@bkwpct.nhs.uk)

The Whittington Rapid Access Heart Failure Service
Patricia Hargrave, Cardiac Nurse Specialist; Alexander Zaphiriou, Clinical Research Fellow;

Kathleen Mulligan, Health Psychologist; Suzanna Hardman, Consultant Cardiologist

(suzanna.hardman@whittington.nhs.uk)
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Appendix 2: The workshop

Contributors

• Professor Martin Cowie, Clinical Adviser to the NICE/NCC-CC guideline

• Dr Roger Boyle, National Heart Director

• Professor Henry Dargie, Chairman of the British Society for Heart Failure

• Dr Mark Dancy, Clinical Lead for the CHD Collaborative

• Dr John Birkhead, Clinical Lead for the Myocardial Infarction National Audit Project

(MINAP)

• Professor Mike Pearson, Director of the Clinical Effectiveness and Evaluation Unit, Royal

College of Physicians 

Attendees

• Ms Angela Graves, Heart Failure Specialist Nurse, East Lancashire Hospitals NHS Trust

• Mrs Rita Briggs, Project Manager, East Lancashire CHD Collaborative, Lancashire &

Cumbria

• Ms Carmen Neave, North Tees & Hartlepool Heart Failure Audit Facilitator

• Ms Karen Hann, North Tees & Hartlepool Heart Failure Audit Facilitator and Cardiac

Nurse, University Hospital of Hartlepool

• Dr Suzanna Hardman, Consultant Cardiologist, Whittington Hospital, London

• Ms Patsy Hargrave, Cardiac Nurse Specialist, Whittington Hospital, London

• Ms Kathleen Mulligan, Research Fellow, University College London

• Dr Hugh McIntyre, Consultant Physician, Conquest Hospital, Hastings

• Dr Simon Dubrey, Consultant Cardiologist, Hillingdon Hospital, Middlesex

• Dr Anthony Cummins, Clinical Director, Wallasey Heart Centre

• Ms Anita Parker, Heart Failure Nurse Practitioner, Hull

• Mrs Lynda Blue, Nurse Co-ordinator Heart Failure Liaison Service, Clinical Research Unit,

Glasgow

• Dr Martin Denvir, Consultant Cardiologist, NHS Lothian

• Mr Terry Holdcroft, North Tees & Hartlepool Senior Analyst, Clinical Effectiveness Unit

• Mrs Lynne Walker, MINAP Programme Co-Ordinator, Clinical Effectiveness and

Evaluation Unit

• Ms Janet Reid, Lead Nurse, Heart Failure Team, Western General Hospital, Edinburgh

• Mr Rae Goode, Volunteer Co-ordinator, Lothian HF Network, Western General Hospital,

Edinburgh

• Dr John Rivett, GP, Conquest Hospital, Hastings

• Ms Anne Lister, Clinical Effectiveness Manager, Clinical Effectiveness Unit, North Tees &

Hartlepool

• Ms Tessa Ing, Primary Care Lead, Heart Team, Department of Health
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• Dr Alex Zaphiriou, Clinical Research Fellow, Whittington Hospital, London

• Ms Elaine Coady, Cardiac Nurse Consultant, Guy’s and St Thomas’ Hospital NHS Trust

• Mrs Aileen McIntosh, Senior Research Fellow, Public Health, School of Health and Related

Research, University of Sheffield

• Dr Jonathan Mant, Senior Lecturer, University of Birmingham and Chair of the Guideline

Development Group for the NCC-CC guideline

• Ms Victoria Thomas, Assistant Director, Patient Involvement Unit, National Institute for

Health and Clinical Excellence

• Mr Jim Heys, Deputy National Director, NHS Modernisation Agency

• Dr Ahmet Fuat, General Practitioner, Carmel Surgery, Darlington

• Dr Iain Squire, Senior Lecturer/ Consultant Physician, University Hospitals of Leicester

NHS Trust

• Dr Graham Archard, Project Director, SUCCEED

• Ms Jo Barrett, Lead Nurse, Conquest Hospital, Hastings

• Ms Louise Gisbone, Heart Failure Nurse Specialist, University Hospitals of Leicester NHS

Trust

• Ms Janet Baines, Heart Failure Nurse Specialist, University Hospitals of Leicester NHS

Trust

• Dr Michael Gammage, Reader in Cardiovascular Medicine, University of Birmingham
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