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EXECUTIVE SUMMARY

The Model of Care for Heart Failure in Western Australia (The Model) provides
the policy framework for the prevention, detection and management of heart
failure. The Model was developed by the Cardiovascular Health Network Heart
Failure Project Group, which comprised of a multi-disciplinary team of expert
health professionals. The Model draws together the evidence in relation to bes
practice and consultation with people with heart failure, their carers and ot
stakeholders. The Model has been informed by the following: &

B The Guidelines for the Prevention, Detection and Management of C
Heart Failure in Australia, 2006 * @

B WA Health Promotion Strategic Framework 2007-2011 2 %
B The Chronic Conditions Framework for Western Australia ZO(Q

B The National Service Improvement Framework for Hear and Vascular
Diseases 2005 *

B Putting Prevention into Practice: An Educatlog\?anual and Smoking,
Nutrition, Alcohol and Physical Activity: A on health guide to
behavioural risk factors in General Practice °

B Healthy Lifestyles 2002-2007: A Strategic ork for Primary Prevention
of Diabetes and Cardiovascular Diseage j

Heart failure is a condition that is a den on the community, estimated
to occur in 1.5-2.0% of Australians wj oint prevalence of approximately 1% in
people aged 50-59 years, 10% in p& ged 65 years or more, and over 50% in
people aged 85 years or mo L WA during 2005706, there were 3,924
admlssmns for heart failyre % hospital sector, which accounted for 30,314
bed days . Moreover, th @ b 7,040 admissions for people with heart failures
who presented for anotheMgeason, but who also had heart failure ’. Primary,
tertiary and communitygbroviders play an important role in the delivery of long
term care and suppo# of people with heart failure, across a range of services

and settings @

The Model \&o ensure people with heart failure receive the right care, at
the righ by the right team and in the right place. The Model focuses on
the py of patient-centred care with the inclusion of carers ® and aims to
en t services are available in the most appropriate location, ideally with

ad&fgnal resources in the community. The Model is applicable to all age groups
be§ause it is geared towards individualisation, supported by care planning. The

O pfiel emphasises

B Primary and secondary prevention and health promotion to support healthy
lifestyles and risk reduction in support of self-management in the well
population. Hypertension is noted as a major biomedical risk factor for heart
failure.

B Early detection, assessment and management of heart failure in order to
improve quality of life, slow the progression of the condition, and reduce
invasive treatments and preventable hospital admissions. There will be early
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engagement of appropriate community-based services with seamless
transition to specialist services, including palliative care, when appropriate.

B Integration between State and Commonwealth sectors and health
professionals through: agreed heart failure care planning; application of
shared care models; telephone support; comprehensive community-based
services, in line with an endorsed set of evidence-based guidelines and
consumer pathways. A

B Provision of education to people with heart failure and their carers based \
self-management principles to enable maximisation of symptom cont@
health and wellbeing.

B Building the capacity of the workforce to meet the need to age
complex requirements of people with heart failure within the com py.

B Delivery of optimal patient care in line with evidence-b s%uidelines,
development and implementation of new initiatives to meé ce delivery
gaps, and future research supported by integrated clin information
systems.

To support the transition from the current service r@)n to The Model, the
establishment of expanded heart failure services, @ arly community-based
services, are required to support the delivery ofgmn uality care with equitable
access state-wide. These services will oper an integrated network and

maintain a clinical leadership role. Central rt failure care will be the use of
care management plans which are indRg ed, patient-centred, and require

multi-disciplinary input

To support the early diagnosis o @failure and provision of best practice
care, health professional eglcatiOn for the detection, assessment and
management of heart faju be enhanced. An endorsed set of evidence-
based guidelines and patk hways will be promoted, and a central resource
directory for heart failure Nrvices in WA will be developed to be accessible to
health professionals ang/the community.

Partnershlps ar, ey to driving the implementation of The Model. Key

organlsatlona ers include the Aboriginal Community Controlled Health
Organisati d Care Panels, Area Health Services, and General Practice
Network mation and Communication Technologies have the potential to
enabl less high quality care through care planning which is integrated

ital and community public health services.

recommendatlons have been developed to support the implementation of

O‘prmuples and components of The Model.
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METHODOLOGY

The Cardiovascular Health Network identified heart failure as a priority area
where improvements could be made to improve prevention, detection and
management of heart failure at the state-wide level. The Heart Failure Project
Group was established in June 2007, to develop the Model of Care for Heart
Failure for Western Australia.

The Project Group analysed the current service provision, service utilisgloN
gaps in service and literature pertinent to heart failure. In February @,
telephone interviews were conducted and a workshop was hosted for pegple With
heart failure and their carers, seeking the community perspective
services and their priority areas for improvement. Forty-five peo
failures and carers discussed their experiences with the various rwfes, shared
what had worked well for them and suggested areas for serv provement.
The information gathered from the consultation was@d to inform the

development of The Model. 9

The Cardiovascular Health Network Executive Group endorsed The

Model in July 2008. &@
“,
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1.0 HEART FAILURE

1.1 Definition of Heart Failure

Heart failure is a condition where the heart function is impaired and the heart

fails to pump blood effectively around the body * °. Most commonly, it occurs i
diseases that impair or overload the heart such as heart attack, hypertension o\

damaged heart valve(s). It can occur suddenly, although it usually develops oyer
a period of years.

The National Heart Foundation of Australia and the Cardiac Society ustralia
and New Zealand note that the definition of chronic heart failure ingl&dej either
systolic or diastolic dysfunction heart failure (with preserved syst nction) of
the ventricle(s) or a combination of both *. The definition usedi Guidelines
for the Prevention, Detection and Management of Chronic rt Failure in
Australia has been applied in The Model: @

¢ dyspnoea, fatigue)
e by objective evidence
ysfunction that impairs
lood (particularly during

“a complex clinical syndrome with typical sympto
that can occur at rest or on effort, and is chara
of an underlying structural abnormality or ¢
the ability of the ventricle to fill with or 8¢gcC

physical t@ .

It is important to highlight that t al trajectory of the condition can be
described as cyclical with progregve clinical instability. The diagram below
illustrates the heart failure trajgCtory’and contrasts it with terminal malignancy.

Figure 1. The typical @ory of heart failure compared to a terminal
malignancy *

---------------
-
-
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1.2 Causes of Heart Failure

The most common causes of chronic heart failure are coronary heart disease and
prior myocardial infarction, hypertension and diabetes !. Data on the current
burden of these conditions are presented below:

The Australian Institute of Health and Welfare '° reports that: \A
B 28.8% of adults have treated or untreated hypertension Q

B 7.5% of adults or 950,000 Australians have diabetes O

B 1.9% or 367,000 Australians have diagnosed coronary heart disease.

Other less common causes are diseases of the heart muscle (cargy pathy)

which is present in approximately 5-10% of new cases of heart fai Iseases of

the heart valves (such as with rheumatic heart disease) and arr. s . One of

the uncommon risk factors for dilated cardiomyopathy is pregna
1.2.1 Risk Factors for Heart Failure é

A number of the causes of heart failure, such a Cﬁ&ry heart disease are
preventable. A significant proportion of the bur f®oronary heart disease is
attributed to the following risk factors: u y diet, physical inactivity,
obesity, diabetes, tobacco use and harmf& ol use. It is important to
highlight that hypertension is a major by risk factor for heart failure.

Table 1. Risk Factor Prevalence tralia 1°

Beha@ioural Risk Factors

Poor Diet f@w inadequate vegetable consumption
4 ave inadequate fruit consumption

Physical inactivity ,&4% of adults are not sufficiently active
Tobacco Smoki 21.3% of adults are current smokers
Excessive al@e 13.5% of adults demonstrate excessive alcohol use

Biomedical Risk Factors

Exces 53.5% of adults are overweight or obese
Hi sterol 51.2% of adults have high cholesterol
ension 28.8% of adults have hypertension

O




1.2.2 A Focus on Hypertension

The prevalence of hypertension in WA in 2005-2006 was estimated at 24.7%, with
the number of adults who reported having hypertension in WA during the same
period estimated at 379,200 . This is displayed in Table 2.

Table 2.

O

The prevalence of hypertension in WA in 2005-2006 (%) **
Age (years
Gender ge (years)
35-44 45-54 55-64 65-74 75+
WA Males 8.3% 16.9% 32.7% 42.2% 45.5%
WA Females| 6.0% 14.3% 30.5% 46.2% 54

1.3 The Current Burden of Disease

1.3.1

Morbidity and Mortality Data

There is no population-based data on the incidence

failure in Australia °.

However, it is estimated that
1.5-2.0% of Australians with a point prevalenc

O

&\\

@ prevalence of heart
@l h

eart failure occurs in

proximately 1% in people

aged 50-59 years, 10% in people aged 65 ye ore, and over 50% in people
aged 85 years or more *.

Although heart failure is associated wi %}Ierly population, the prevalence is
also high among the middle aged | @us population °. A recent geo-mapping
study identified that there are %ﬁ areas of high chronic heart failure
prevalence outside capital citi hiCh are typically populated by Aboriginal and
and people over 65 years old *

Torres Strait Islander co

The number of AustraliZ&ith heart failure is likely to increase in the future
due to ageing of the pggulation, improved survival from heart attack and heart
failure, the increased/prevalence of diabetes and obesity in the population and
the wider use of®|tlve diagnostic technology *.

sations for Heart Failure

In co \o other conditions, heart failure is associated with high levels of
he 4‘- vice utilisation across the various settings of care. However there are
gRgTSAges in retrieving reliable data specific to heart failure service provision
bnd hospitalisation data.

OHospitaIisation data does not reflect the true burden of disease or demand for
services, particularly in primary care; however, a large component of the cost
incurred in treatment of heart failure is expended on hospital-based care ** 4.

The age-standardised hospitalisation rate has decreased significantly by an
average annual rate of 2.77% over the last seven years (Figure 1). The extent to

b



which this will offset increases in heart failure due to the aging population is
uncertain.

Graph 1. WA Hospitalisation rates with a diagnosis of heart failure (Principal
or Additional Diagnosis vs Principal Only), age standardised rate
per 100,000 persons ’
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Hospital Separations with a diagnosis of Heart Failure &@
Hospitalisation data specific to 20 ¥ presented in Table 6.

Table 3. WA Hospitali@th a diagnosis of heart failure, 2005/06 *

Total Bed Average
Diagnosis/ Separations Davs Length of
y Stay (days)
Principal Di@ 3,024 30,314 7.73
(Aboriin on-Aboriginal)
PrincipNadhosis (Aboriginal) 272 1,315 4.83
Prin or Additional Diagnosis 10,964 - -
jginal and Non-Aboriginal)

presented on the patient’s residential address, age profile and Aboriginality in

O hose hospitalised with a principal diagnosis of heart failure, information is
Figures 2 and 3 respectively.




Graph 2. WA Hospitalisation rates with a diagnosis of heart failure
(Aboriginal and Non-Aboriginal), age standardised rate per 100,000
persons ’
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Hospital Separations with a Principal Diagnosis of Heart Failure

Heart failure hospitalisation rates for the Aborigs opulation are on average
more than four times that of the Non Aborigin& lation.

Graph 3. WA Hospitalisation rates a diagnosis of heart failure,
according to patient’s rget ial address, age standardised rate
per 100,000 persons 7&
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OQ Hospital Separations with a Principal Diagnosis of Heart Failure

People with heart failure living within the WA Country Health Service had higher
hospitalisation rates for heart failure than those living in metropolitan areas.
North and South metropolitan areas had similar hospitalisation rates. However,
the average length of hospitalisation stay for heart failure does not vary
significantly among residents of the three areas.
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2.0 CURRENT SERVICE PROVISION FOR HEART FAILURE

The Chronic Conditions Framework for Western Australia ° highlighted that
people with chronic conditions such as heart failure access services from
primary, tertiary and community providers across a range of settings, at different
times in the progression of their condition. Additionally, many people with heart

failure also have other conditions (comorbidities), and recognition an
management of these conditions is an important component of overall care.

2.1  Current Service Provision O
There are a range of heart failure services across the care continuugrghat are
currently provided by the public, private and non-government sect estern
Australia. Basic baseline data on a number of heart failure servic collected
by the Heart Failure Project Group as part of the development odel.

Table 4. Current Service Provision for Heart Failure @

Transplant B Royal Perth Hospital Advan rt Failure and Cardiac
services Transplant Service

Hospital Based M Sir Charles Gairdner @ Cardiac Rehabilitation and
Heart Failure / Heart Failure Sejvi

Cardiac B Royal Perth Hos rdiac Rehabilitation Service

Rehabilitation ® Hollywood Pr@ ospital WA Cardiac Rehabilitation

*
Programs Service &

Community-based | g Heartb%Cardiac Rehabilitation Program
Jiac Rehabilitation Service - Community Sites

cardiac

rehabilitation -

Ambulatory care | B Healk Failure Clinic for Older People at Joondalup Health
services for Aampus

chronic disease o | @ Chronic Disease Management Teams
\Q. Community Physiotherapy Service
@ B Disease Management Unit
\ B Phone Coaching
O B Remote Telemonitoring Trial
B South West Chronic Disease Management Program
eral services | B Echocardiography Services
B General Practice
B Health Call Centre Services - Health Direct and
Residential Care Line
B Palliative Care Services
B Pharmacy (hospital and community)
M Specialist cardiology, general medicine and geriatric

medicine (hospital outpatients /private rooms)




Heart failure B National Heart Foundation of Australia and the Cardiac

resources Society of Australia and New Zealand - Guidelines for the
Prevention, Detection and Management of Chronic Heart
Failure in Australia, 2006

B National Heart Foundation of Australia Consumer Booklet
including Action Plan - Living Well with Chronic Heart
Failure, 2008

B Kimberley Aboriginal Medical Service - Protocols for He
Failure

B WA Health - Clinical Priority Access Guidelines for F@
Specialist Assessment of Heart Failure

* Nil specific heart failure service and limited non-heart failure sp erC|se
classes provided at Fremantle Hospital.

It is acknowledged that there may be other services offerlng ca Qpeople with
heart failure as a part of more generic programs.

2.2 The Community Perspective on Heart Failur, es

To inform the development of The Model t ovascular Health Network
sought the perspective of people with heart and their carers. In February
2008, a community workshop was hosied Health Networks Branch, and
telephone interviews were also conduc?®&gdNs0rty-five people with heart failure
and their carers reflected on their i®ce and identified what had worked

well for them, what had not and the{a for improvement.

The views received varied W

themes emerged from t

areas for |mprovement

\ely amongst people, however some common
(ssions around what was working well and the

Question: What serV| s are working well for you?

Generally pe‘ied)oke highly of the services they accessed and of services

meeting thq S.
cptN\Ight that teamwork between health

@ hls, and a good relationship between the
$#yst, General Practitioner, pharmacist and

was essential. The specific elements of
r care that people considered working well
included:

B Receiving information about heart failure,
management and medications, and providing know about the

ongoing support. condition and how the
B Accessible clinical support and advice from different medicines

General Practitioners, Cardiologists, and health interact”
professionals, including being able to telephone

“l don’t feel confident
or safe enough to do
exercise at home.”

“It’s so important to

b



health professionals for advice.

Applying a holistic or whole person approach to
services and care.

Providing retraining and rehabilitation services.

Supervised  hospital or community-based
exercise programs to structure exercise time,
enhance confidence to exercise, make people
with heart failure feel safe and maintain their
motivation to exercise.

Meeting other people with heart failure and
their carers to share experiences, as a means of
networking, and making new friends.

“The nurse at the
hospital rings me at
home, and | am able to

ring her when | feel

unwell or have any
questions.”
“Until | started
exercising | was goi
backwar

Question: What services are not working well for you? Q
hard not being
0 do what | used
be able to do, and
learning to accept
that.”

Based on the experience of individual people and ‘
carers, there were some elements of their care that

had not worked well for them. Some reflected o

their own experiences and discussed the challen
associated with learning to live with heart failur

idely amongst those consulted;

however, some common themes emerg iscussion:

The views of what was not working welk v

B Limited links between hos @ General
Practitioners and other health %@ ionals, and
limited information sharjg, mmunication

and coordination. Peop alled experiences

about not knowing to do when they
received conflicting adNce, particularly about
medications.

Difficulties gettin{support and advice after

hours, and ys getting appointments with

General PK' ners and specialists.

Lackegf e support for those that lived alone.
heart failure and carers commented

Pe
@!ed or costly services available for home
% or cooking, cleaning and gardening.
@e ayed referral to appropriate services, as well

as limited patient and carer awareness of the

services and programs that are available for
heart failure management and support.

People with heart failure who completed hospital
based exercise programs viewed them positively,
but sought similar services closer to home for
ongoing exercise. Those who were advised to
follow a home exercise program reported that

“| felt very supported
in hospital and then
isolated once out of

hospital”

“People don’t know
much about heart
failure. They need to
know that there are
various forms of heart
disease and heart
failure is just one.”

“I didn’t know how to
tell my children about
their father’s
condition. There were
no information
materials on this and |
didn’t know anyone
that | could speak to
who had gone through
something similar.”

_




they either lost motivation, or did not feel confident or safe enough to follow
it.

B Lack of emotional and peer support to enable people with heart failure,
carers and their families to come to terms with how to deal with a major
illness.

services and rural hospitals to support country people with heart failure.

B Variable care coordination and established linkages between heart failure A
B Information and educational resources were considered difficult \
understand. People with heart failure and carers commented that at 4

resources were not provided at the most appropriate time.
B Low community awareness of heart failure and the prognosis. Pg®gle with

heart failure and carers thought there was also a stigma aro term
‘heart failure’.

Question: What are the areas for improvement? 0

Based on their experience, people commented on e’ds that should be
improved in future for people with heart failure.

B Improve care coordination and communicaty tween health services and
health professionals.

B Provide after hours telephone supgor, advice, which is available for
people who are worried or slightl | but not sick enough to go to
hospital.

B Expand community-based gro z’cise programs and include information
and support for people withghea™ failure completing a home based exercise
program.

B Improve community ss of the condition and the symptoms of heart
failure, which can be ilar to the symptoms of other conditions such as

thma.
.as ma /

Improve access to®quality patient information resources, particularly about

medicatiops.
B Provide sled education sessions in major rural centres to complement
exisiy ialist clinics.
® En peer support for people with heart failure and carers to address
% otional components of care and facilitate the sharing of ideas and
tions.

OQ The Gaps within the Current Service Provision for Heart Failure

The Heart Failure Project Group also considered the perceived gaps within
current service provision from a health professional or provider perspective.

2.3.1 Prevention Gaps
B Late diagnosis of and/or under-treatment of hypertension *°.




2.3.2 Detection and Assessment Gaps
B Variable levels of health assessment for those at risk.
B Lack of good evidence for or against screening of asymptomatic populations.

B Diagnostic delay due to under-recognition of early heart failure symptoms by
people with heart failure and health professionals. A large proportion ar
diagnosed at hospital presentation and require admission, but have h \
symptoms for many months. é

B Late referral for echocardiography in some cases *°. Q

B Limited capacity to perform public echocardiography. It is rec ended
that echocardiography be conducted for all with suspected he lure *;
however, given the limited availability of public sector servi e bulk of
echocardiography is done in the private sectq d|t|onally,
echocardiography results are not shared across health se s leading to
greater duplication of investigations.

B The role of echocardiography in identifying hea re with preserved
systolic function needs to be clarified. Q

2.3.3 Service and Workforce Gaps

B Inadequate support for all people with he t re to reach target doses of

changing requirements for d|uret|c n e,

heart failure medications (ACE/AR s and B-Blockers) and to manage
B Lack of specialised knowledge g

fallure management resulting from
limited educational opportu and a lack of coordinated clinical
leadership. Lack of formaliged dlcal specialist consultancy services for
chronic disease with g b cope of practice which includes heart failure.
This may contribute k of consistency in care delivered by health
professionals who may with people with heart failure including, but not
limited to, communpy health professionals, general practice, geriatricians
and general physic#ns

B Limited res s and capacity of services providing heart failure care to
enable ne%% d and integrated heart failure management across the state.
Larg the metropolitan area, and rural and remote regions remain

witE: erwce within a reasonable distance, particularly for exercise.

community programs for people with moderate to severe heart
e, given that there are community-based services available for mild to
erate people with heart failure.

Community Physiotherapy Services is an established service with a
metropolitan-wide infrastructure that currently does not receive funding for
specific heart failure classes despite increasing demand.

B Limited capacity and funding for self-management programs promoting
lifestyle modification for those with, or at risk of, cardiovascular disease.

B Lack of programs for high risk people with heart failure who are unable to
access tertiary centres for physical activity maintenance programs. In




addition, there is a lack of physical activity and education programs which are
provided outside of business hours for working heart failure consumers.

Delayed referral to palliative care services.

Unmet need in the heart failure population for palliative care in relation to
symptom management, psychosocial support for people with heart failure and
family, informed open communication and choice regarding end of life care

2 This includes lack of chronic palliative care services which are able t
provide long-term care in a manner which supports the typical trajectoryé

people with heart failure.

2.3.4 Service Gaps for Select Population Groups O

Limited support for people with heart failure who experienc@rriers
accessing care, including those associated with cost, transport a

Limited funding for project development and programs cultu propriate
for Aboriginal and Torres Strait Islander and Culturally agdJtinguistically
Diverse people with heart failure. In particular, in 2 06, the Aboriginal
population were four times more likely to be hospj for heart failure
than the Non Aboriginal population ’.

Services are concentrated within the metropol§gnNarea, with few programs
available in rural and remote regions *2. | ion, there is less frequent
use of recommended diagnostic methods{a harmacological treatments
among people with heart failure in r@%s 21 This may account for the
fact that in 2005/06, people with% ailure living in the country had
higher rates of hospitalisation ’.

2.3.5 Process and Procedural Gaps

Lack of care coordination€Qf people with heart failure, particularly those
with multiple co-mo im nd for inpatients post discharge. This may
result in numerous p& ppointments in a given week. Variable use of
formalised and agree® care management plans, leading to poor
understanding of r?ﬁth professional and patient responsibilities. Variable use
of formalised genéral practice recall registers for monitoring and follow up

of people i art failure.

Lack of % endorsed and comprehensive implementation of guidelines
for ention, detection and management of heart failure. Similarly,
lac areness of defined guidelines and processes for referral.

search Gaps

etter understanding of the local epidemiology of heart failure is required
o inform planning of services for heart failure and demand management.

Other examples include, but are not limited to, continuing research into
appropriate use of current and new treatment modalities, optimal service
delivery and the benefits of echocardiography screening. In particular,
building on the Cochrane Review of Clinical Service Organisation for Heart
Failure 2005 #?, a meta-analysis which encompasses more recent research into
the effectiveness of heart failure services would be helpful in guiding future
decision making. Where national and international studies are not adequately
addressing research needs, local investigation may be required.




2.4  The Current Patient Journey

People with heart failure have a wide range of experiences. Using references
from actual patient stories, the story of ‘Kevin’ has been developed to capture
some of the common experiences of people with heart failure.

breathing difficulties when he exerted himself.

| decided | had better go and see my GP as when | walked | felt like my %&ng
was tight. He listened to what | said, put the stethoscope on my ches @ ack,

and to my surprise told me he thought it was my heart. The GP start;d m&™0n some

Kevin, a 69 year old man with type Il diabetes, was experiencing symptomsﬁ

tablets, gave me advice about salt and exercise, and asked make an
appointment to get my blood pressure checked soon.

At the beginning the medication seemed to work so | %d the follow-up
appointment because | felt good. | don’t have private heglth iMurance and | felt ok
so | thought the wait wouldn’t hurt; after all, the%blem seemed to have
improved.

| must say, | was a little worried that he thougths my heart, however my next-
door-neighbour had a heart attack and mine hing like that - | had no pain at
all and certainly did not need to go to hospagal

Two weeks later | woke up in the the night feeling like | could not get
any air. | had never felt like this and | was scared. | sat up and began to
feel a little better after about hal hour. | tried to go back to sleep however
every time | lay down the feel& seemed to want to come back, so | propped
myself up against some pillowg and waited until morning.

My breathing was not @er next morning, and worse still | could feel my heart
beating hard, bang - ba In my chest. | called the GP but he was booked up all
day. My wife was ganoyed | had cancelled the follow-up appointment. | felt
breathless when l#moved around and even sitting still so | decided to go to
emergency.

Kevin w@@w hours in the emergency department before getting a hospital

bed. ient assessment included an echocardiogram, cardiac angiogram and
me' and he was given education on how to manage his heart failure on
je.

di
‘ éevin was discharged he went to see his GP for repeat prescriptions. His GP had
) received a phone-call or discharge letter from the hospital. Kevin mentioned
t at the nurses and doctors in hospital had told him that following discharge he would

have an increase in the dose of some of his medications. The GP was reluctant to
change the dose and advised Kevin that the Cardiologist would do this when Kevin
attended the outpatient appointment at the hospital in six week’s time.




3.0 MODEL OF CARE

The Model of Care for Heart Failure builds on the knowledge, best practice,
current service delivery models and capacity of the existing programs and
services to develop strategies to address the gaps in service provision.

3.1 Guiding Principles Q\A

The Model of Care takes a holistic patient-centred approach to the provisj
services for people with heart failure. It outlines best practice throu e
application of a set of service principles across identified clinical s ms and
patient flow continuums. @

The Model of Care aims to ensure people receive the right c&e Jut the right
time, by the right team and in the right @e.

B Primary and secondary prevention and he Qomotion to support
healthy lifestyles and risk reduction in sup self-management in the
well population. All health professionals t %mise opportunities for early

identification and modification of risk, jp€garticular, the identification and
treatment of hypertension.

B Early detection, assessment and gement of heart failure in order to
improve quality of life, slow t ression of the condition, and reduce

invasive treatments and preven®™ple hospital admissions. There will be early
engagement of appropria§ community-based services with seamless
transition to specialistgse including palliative care, when appropriate.

B Integration between and Commonwealth sectors and health
professionals througp: @yreed heart failure care planning; application of
shared care modg)f, telephone support; comprehensive community-based
services, in e with an endorsed set of evidence-based guidelines and
patient p@

B Provisi ducation to people with heart failure and carers based on
self- ment principles to enable maximisation of symptom control,

heg d wellbeing.
[ | g the capacity of the workforce to meet the need to manage the
plex requirements of people with heart failure within the community.

ths includes upskilling, education and training of the health workforce within
both the community and health service sectors, with particular attention to
rural practitioners.

B Delivery of optimal care in line with evidence-based guidelines, development
and implementation of new initiatives to meet service delivery gaps, and
future research supported by integrated clinical information systems.



3.2 Overview

The Model emphasises primary risk reduction and early assessment, detection
and management.

3.3 Primary Risk Reduction

Key Objectives A

The key objectives of the primary risk reduction component are to foc
individual and population based approaches:

B To prevent risk factors for heart failure.

B To prevent conditions occurring which lead to heart failure %

B To increase awareness of the causes and risk factors for @ ailure.
B To deliver health assessment for those at risk.

B To provide lifestyle modification advice and prog

O

In line with the Western Australian Health otion Strategic Framework 2007-
2011 2, prevention needs to be include the continuum of care for people
at risk of or with chronic diseases su art disease. Prevention approaches

should target the behavioural and bj cal risk factors for heart disease, many
of which are shared with other chrﬁc Iseases such as type 2 diabetes, chronic
respiratory diseases and some cers.

The Chronic Conditions F k for Western Australia 2005 * recognises that
preventative actions at al els of the health system are required to support
individuals to maximise J#ealthy behaviours and reduce risky ones, including:

B Health ca ommunity organisations
®m Poli a@ lation approaches.
a

th

B Individuals, %as health practitioners, people with heart failure and carers

tion level, to be effective, preventative approaches targeting
style (particularly smoking, poor diet and physical inactivity) and risk
influenced by lifestyle, should include an integrated comprehensive range
tiatives, including social marketing campaigns, education and skill
elopment, environmental interventions, legislation and organisational policy,
sponsorship and community development. Environmental factors such as access
to healthy food, food labelling, advertising of unhealthy foods, urban design and
access to physical activity opportunities can have a significant impact on
people’s ability to adopt healthier lifestyles whether well, at risk or with early
disease.

At the individual level, interactions should include the provision of preventative
advice about the links between lifestyle and risk, early detection of risk

b



(associated with lifestyle, family history and biomedical screening), and early
intervention. Systems need to be put in place to support opportunistic and
planned screening in line with endorsed evidence-based guidelines such as blood
pressure screening for hypertension. By addressing the multiple lifestyle risk
factors for people identified as at risk, processes will be in place to support
health professional referral to community programs and to access appropriate
information.

In addition, a comprehensive approach that addresses the cultur \
pharmacological and behavioural factors that affect smoking uptake, the n

of nicotine dependence, the reinforcement of continued smoking and the p S
of smoking cessation is supported.
An overall plan for the prevention of cardiovascular disease shoul @eloped

to guide integrated program and service planning in these areas.

The primary risk reduction component of The Model is disp@j inFigure 2.

Figure 2. Primary Risk Reduction O
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3.4 Detection, Assessment and Management

Key Objectives

The key objectives of the Assessment, Detection and Management component
are:

B To ensure that persons with elevated risk and/or symptoms of heay;

failure are screened and assessed.

B To provide a definitive diagnosis of heart failure. O

B To provide secondary prevention and rehabilitation services, d by
an individualised care management plan and enable peopl heart
failure to self-manage their condition.

B To improve the quality of life for people with heart@fe, with no
avoidable health care utilisation. @

3.4.1 Detection and Assessment of Suspected Heart@re

Detection and assessment of suspected heart {gi s important to identify early
people with elevated risk and/or symptoms@ art failure.

Echocardiography is recommended for, ple with suspected heart failure *.
Given the emphasis on the echo ram, health professionals should be
alerted to using echocardiography nitial assessment tool when suspecting a
potential diagnosis of heart fa&re. chocardiography providers will ideally also
have processes in place,t re echocardiograms can be undertaken and

reported in a timely fashigg.

If diagnosis is not ghear following initial clinical assessment, and an
echocardiogram cann@® be performed in a timely fashion, then measurement of
B-type natriuret@ptide (BNP) or n-terminal proBNP may be considered *.

The role o ardiography in identifying heart failure with preserved systolic
functio 0 be clarified.

th also likely to be a high prevalence of rheumatic heart disease may be

03.4.2 Management of Heart Failure

All people with heart failure should have access to appropriate services that are
ideally delivered locally via an integrated and coordinated network that delivers
care in line with an endorsed set of evidence-based guidelines and patient
pathways. The Model defines the twelve elements of heart failure care for
service provision.

Ech%graphy screening for heart failure in targeted groups, especially where




Services for the management of heart failure will be guided by the care

management plan and current evidence-based guidelines and individualised for

people with heart failure’s needs. Services for the management of heart failure

should comprise:

B General Practitioner - Care planning and coordination, medical management
and symptom review.

B Specialist Cardiologists, General Physicians and Geriatricians - Specialis\*

management and symptom review.
B Multi-disciplinary services - Ideally delivered locally, either as a part :YQ

broader community-based chronic disease program or specific com
based heart failure service or a hospital-based program for the smaller

of people with heart failure with more difficult to manage hear ure or
complex comorbidities. In addition, Aboriginal-specific manage ograms
that have been designed in collaboration with the comm&gta’should be
provided.
B Designated cardiac transplant services - Speciali@rvice for severe
symptomatic people with heart failure eligible for cgesi ansplant.
Strategies to support integration between the of services include
strengthening partnerships between designat art failure services and
Aboriginal Community Controlled Health Or ions, residential aged care

Opportunities to expand heart failure e will be maximised and access to
a central directory of heart failure se | be developed. Improvements to
the system of referral, with priority on improving referral from hospital to
community-based services will en&le“appropriate low-to-medium risk people
with heart failure to access sefices Closer to home. The use of an endorsed set
of evidence-based guidelk& atient pathways is supported.

facility providers, and WA Country Heal@‘ ice Regional Resource Centres.
il

The use of Information anONCommunication Technology for patient-level health
information data colleg#on and sharing will underpin communication and care
coordination across p«Dlic hospital and community health providers in the longer
term.

Figure 3 iI@&es the Detection, Assessment and Management component of
The ModWL
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Figure 3. Detection, Assessment and Management
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The Health Workforce

Heart failure management is multi-disciplinary in nature, and requires a skilled
and sustainable workforce to meet the needs of people with heart failure.
Designated heart failure services should be supported to provide a clinical
leadership role. Educational opportunities for other members of the care team to
improve their specialised knowledge on heart failure management in line wit
evidence-based guidelines and the palliative care/supportive approach should b\
in place.

The members of the team working together to provide care for people With@(t
failure may include but not be limited to: @

Aboriginal Health Workers %
Cardiologists 0

Community Nurse

Clinical Psychologists @
Dietitians 0
Exercise Physiologists Q
General Physicians @

General Practitioners &

Geriatricians &@

Health care interpreting services @

Home help providers K

Home oxygen suppliers &

Nurses O
Nurse Practitioners

Occupational Ther%

ts
Palliative Car ecialists
Pharmacix
S

Phys'otw
Pra \ rses
@Vorkers

he Model each person with heart failure receives appropriate services
O care, but there is flexibility in who and where the components are delivered.

is allows optimisation of workforce as role definitions change and health
professionals gain competencies in new areas. It promotes appropriate upskilling
in the smaller groups of health professionals in rural and remote areas.




The Twelve Elements of Heart Failure Care

1. Medical Management and Symptom Review

People with heart failure require ongoing medical management and symptom
review. This may be delivered by General Practitioners, Cardiologists, General
Physicians, Geriatricians, Palliative Care Physicians and/or Nurse Practitioners A

and involves:
B |dentification and management of reversible cardiac causes of heart f, Q
(where appropriate)

B Medication and symptom review, aiming to achieve target dosw heart
failure medication such as ACE/ARB Inhibitors and Beta-BIocke%] wie with

evidence-based guidelines and changing requirements for diu edication
1,23

B Referral for investigation

B Care management plan development @

B Referral to secondary prevention and rehabilitati ces.

2. Care Management Planning g@

All health professionals, and in partic rﬂ al Practitioners, should initiate

the development of a care managemen‘fc% guide heart failure management,

in collaboration with the person with ailure, their carer and family. A care

management plan identifies aI&h lems requiring attention (including
er

comorbidities), and outlines th responsible for addressing each problem.
Care management plans are_jiWvidualised, patient-centred, multi-disciplinary,

lifestyle changes, perg#hal care, home duties, meal preparation and transport),
management go treatment plans, the person responsible, relevant contact
details and rqy rson and time. When a care management plan is initiated, it
should be d gradually and kept simple and short to ensure that people
t
I

and written in Iay-person%ﬂ
Components of care malpag ent plans should include problem types (such as

with h re remain motivated to achieve their goals. A copy of the care
managgeg an should be given to the patient and/or carer and circulated to
each e care provider identified within the plan.

| based care management planning for inpatients can be supported by
mated processes which enable a copy of the care management plan to be
Oxent with the medical discharge letter via fax or email. The medical discharge
letter and care management plan complement each other and provide the
General Practitioner and other health professionals with a well rounded summary

of a patient’s needs and treatment plan.

As many people with heart failure are elderly, care plans are also useful as a tool
for those living in aged care facilities since they give information on the care
level provided for each person with heart failure.




General Practitioners are also able to claim specific Medicare items for arranging
and/or participating in care management plan development and review.

3. People with Heart Failure, Carer and Family Education

Information should be provided to people with heart failure, and their carers, to
enable them to be informed and to self-manage their condition. Patien
education should include information on the condition; lifestyle changes\
medications, treatments and devices; potential course of the condition and gfie

service directory for heart failure services. It is also recommende
education on the MedicAlert system be provided.

The carers and family of people with heart failure should also re g’ailored
education with a focus on additional supports and respite service%l able. To
meet the educational objectives of people with heart failure% ers, there
should be standardised heart failure educational reso s available.
Complementary education sessions should be flexible an@gilable after hours
for people with heart failure and carers that worlg development of
educational resources should be done with input fr le with heart failure
and carers to ensure relevance. 6

4. Self-Management @

Self-management involves people with Qailure engaging in activities that
protect and promote health, and is t to people with heart failure. Self-
management entails engaging in& es that promote health; managing a
chronic condition by monitorin%ign nd symptoms; dealing with the effect of a

chronic condition on perso ell-being and interpersonal relationships; and
following a treatment plx2

Short-term action plans are“a process and tool to address the long-term goals
which were identified f the patient’s care management plan. Short term action
plans are a vitalgkgol in successful patient self-management and are used in a
step wise @o achieve long-term goals, by breaking these goals into
manageabl As part of the process to develop the short term action plan,
people & art failure are encouraged to develop problem solving skills to
identi anage their health related problems, and formulate realistic goals
and ns which can be accomplished within a week %°.

@aénagement of Comorbidities

Many people with heart failure have comorbid conditions such as atrial
fibrillation, diabetes, obesity and arthritis, just to name a few. Recognition and
management of comorbidities is an important component of overall care. All
members of the team providing care for heart failure, including the person with
heart failure’s GP, should be aware of comorbidities, management goals and the
health professionals involved in the person with heart failure’s care. Good
communication and care management planning underpins this. Likewise health
professionals treating people with heart failure for other conditions need to be

%



aware of the heart failure diagnosis, care management plan and to liaise with
members of the heart failure care team appropriately.

All components of care for people with heart failure with comorbidities should be
coordinated. Opportunities to combine generic chronic disease care exist and
these should be maximised to best use a person with heart failure’s time, ability

and desire to access programs. A

6. Exercise Options Q\

It is recommended that when medically stable, all people with heart @e

should be referred to a specifically designed physical activity Wm L
r

Hospital- and community-based exercise options should be availab eople
with heart failure depending on their level of risk.

Community-based specific heart failure classes provide a main@ce option for
people with heart failure requiring ongoing supervisi exercise safely.
Attendance can facilitate the transition of people c')Qa)eart failure from
hospital based classes to self- managing at ho Q}? in the community.
Moderate to low risk people with heart failur%u be referred to an
appropriate community-based maintenance prom lasses should follow best
practice guidelines, use simple low cost eq and incorporate an easily
reproducible home program.

Hospital-based exercise programs sh e reserved for high risk people with
heart failure, who require a higher IJof supervision, monitoring and medical
backup when exercising. High risk Weople with heart failure include those that
have more severe heart failugé complex comorbidities or are eligible for
transplant. Hospital-base e@ programs support people with heart failure to
exercise independently, K iew to transition to community or home exercise
regimes. Hospital-based eXercise programs should be time limited, involve
regular sessions, and iyfude the following:

® |Initial indivi(mxercise assessment and exercise planning

| Monitorin& ght, blood pressure, heart rate and oxygen saturation
B Inte or medical crisis

[

e
Li '\/l h heart failure Clinical Nurse Specialist or Cardiologist regarding
ml concerns

Q otion of self-management techniques.
O ® Telephone Support, Coaching and Medication Titration
Telephone support, coaching and medication titration complements other
components of care and provides people with heart failure with additional
support. Telephone support, coaching and medication titration should be nurse
led and be delivered within operating hours with some coverage out of hours.

Designated heart failure services will provide tailored telephone support for
enrolled people with heart failure, including medication titration and advice for

b



those with increasing symptoms. In addition, telephone support should be
available for all people with heart failure and health professionals which:

M s accessible to people with heart failure and health professionals state-wide

B is operational seven days per week with twenty-four or extended hours
service

B utilises a single 1800 number
B delivers telephone support with reference to endorsed evidence-bas \
guidelines

B links with General Practitioners, specialists, other heart failure servic
community providers, and rural and remote areas not serviced by g speefric
heart failure service @

B has adequate infrastructure to allow data entry @eectronic
communication. 6

There is potential for the application of remote teIemon@ng of people with

heart failure. 0
8. Home Medication Reviews Q

People with heart failure, particularly thos @comorbidities, may take a
number of medications and may benefit fro e Medication Reviews. The goal
of Home Medication Reviews is to m: i an individual person with heart
failure’s benefit from their medic regimen through a team approach
involving the GP and the person heart failure’s preferred community
pharmacy. The Home Medication R&gew process involves the person with heart
failure and their carer, the the pharmacist from the person with heart
failure’s preferred comn; rmacy and other members of the health care

team that are identified priate.

General Practitioners ap# also able to claim specific Medicare items for arranging
and/or participating if a Home Medication Review.

9. Psychosq Carers Support

Heart \ laces enormous stress on people with heart failure and their

S y and significant others. People with heart failure occasionally suffer
froff -- Pression and anxiety, and the provision of psychosocial support aims to
e i@fe mental health, which may also improve heart failure prognosis. During

O@informal or formal health professional assessment of people with heart

failure, psychosocial issues should be identified, and people with heart failure
should be educated on coping mechanisms and undergo additional therapies.
Some people may benefit from specific Clinical Psychologist input.

People with heart failure and their carers may also be interested to attend
individual and group peer support sessions held by non-government organisation
providers.




10. Electronic Devices

People with heart failure may be considered for electronic device implantation,
involving:

B Implantable cardioverter defibrillator implantation

B A combination device of implantable cardioverter defibrillator
biventricular permanent pacemaker fQ

B Biventricular permanent pacing devices for cardiac resynchronisation therapy A

Cardiologist review may include discussion with the person with heart e
about electronic devices. It is acknowledged that people with eIectro@ievices
may experience psychological distress as a result of the interventige®. gnated
heart failure services should provide education pre implantati % offer the
opportunity to attend support groups run specifically for peo@fh electronic
devices such as implantable cardioverter defibrillators. Suggort gfoups can assist
to relieve feelings of isolation and enables mentoring of or%

11. Advanced Heart Failure Support and Cardiac Tr t

Advanced heart failure support is required fo tively small group of people
with heart failure who are likely to be man intensively in a tertiary hospital.
Most of these would be eligible for car (@splant. Care should be delivered
in line with endorsed evidence-based INes and patient pathways.

12. Palliative Care K
Palliative care is an appr, a@ aims to improve the quality of life of people
eak

with heart failure and t ilies facing the problems associated with life-
threatening illness #'. H failure is indeed recognised as a life-threatening
illness, with an unpre(yable trajectory.

Care Network s on the prevention and relief of suffering by means of early
identifigati essment and treatment of pain and other physical, psychosocial
and spiri oblems.

Th ion of palliative care is not limited to specialist palliative care

ns and health professionals. The palliative care philosophy should be

edded in the roles and approach of members of the team, including the

neral Practitioner, specialist, and heart failure nurse practitioner. To achieve

this, health professionals treating heart failure should have good linkages with

palliative care and be offered educational and training opportunities in the
palliative care philosophy.

The Palliativg %Model of Care developed by the WA Cancer and Palliative

Specialist palliative care health professional involvement will vary based on the
needs and degree to which the care team is able to meet the person’s palliative
care needs. As such people with heart failure may require a single palliative care
consultation, or episodic input or referral. Specialist palliative care could assist




with person with heart failure, carer and family support, medication
optimisation, symptom control, advance care directive development and support,
with the decision around the person with heart failure’s preferred place of care.

3.5 The Patient Journey under the Model of Care

direct improvements to the experiences of people with heart failure. The patient
journey will be individual depending on the evidence-based guidelines applie
the time, the severity of heart failure, the response to treatment, sep®
available locally and patient preferences. The story of ‘Kevin’, has been r d
to demonstrate how his experience and outcomes could have impr within
the proposed Model of Care. @

The implementation of the principles and components of The Model will mak\A
t

Kevin, a 69 year old man with type Il diabetes, was expermgcg symptoms of

breathing difficulties when he exerted himself.
Kevin was seen by his GP who treated his sympt@%rdered relevant tests
including an echocardiogram and after reviewing@ esults, referred him to a

Cardiologist for advice.

Following assessment the Cardiologist talk %m about the diagnosis of heart
failure, added more medications to h¢ ent, discussed the plan for further
investigations and communicated omptly to Kevin’s GP via secure
electronic means.

I& an angiogram and the heart failure service
0 him about how he was feeling with this new
diagnosis, as well as o education and exercise in the community. The
option of telephone s and follow-up, through a coaching service, was
discussed; howeveryvin wished to attend a group as he wanted to meet others

Kevin was admitted to hospi
nurse visited him and tal

with the same hearg€ondition as himself.

following iSCharge from hospital to help monitor his progress, ensure that his
cardi r@ations were at appropriate doses, and develop a management plan
for JaMQ'S heart failure and diabetes in consultation with his GP and
C @. gist. Kevin was also told that he was able to bring his wife along to

ntments and education sessions and that his wife could be provided with

@fﬁort if she needed it.

Kevin was @ to a community-based service delivering heart failure care




[continued]

Within weeks of discharge he underwent assessment to determine his physical
and psychosocial health needs, attended education sessions about heart failure
and also type 2 diabetes and entered an exercise program. Kevin’s GP was
regularly updated. On completion of the exercise program Kevin did not feel
ready to exercise independently so the community physiotherapist suggest
referral to the Community Physiotherapy Service to see him weekly while
built up his own home exercise regime.

Kevin’s GP arranged a Home Medicine Review in which an accr d
community pharmacist visited Kevin and his wife at home to iew his
medication therapy and reported recommendations back to his GF,

Kevin continues to have regular check ups with his GP and si ly reviews
with his Cardiologist, who are both aware of the continuing agement plan
and responsibilities via the care plan and can communic hanges efficiently.
Although he has ceased contact with the communi service following

how he can easily access assistance if he deveMgsny further heart failure

maximisation of his medical therapy and comple@ is sessions, he knows
signs or symptoms, concerns or worries.

3.6 Future Horizons

It is acknowledged that models o& are time limited and will need to be
ervironment.

dynamic given the changing he&N
The results of a meta- hich encompasses recent research into the

effectiveness of heart fa& rvices would be helpful in guiding future decision

making. /

The results of regaarch into the prevention, detection and management of heart
failure, will i e development of future iterations of The Model, evidence-
based guideld d service plans.
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4.0 MODEL OF CARE RECOMMENDATIONS & IMPLEMENTATION

4.1 Model of Care Recommendations

Recommendation 1:
The Model of Care for Heart Failure is endorsed by the State Health ExecutiV(\A

Forum. Q
Recommendation 2: O
Develop appropriate statewide evidence-based guidelines and patie hways
for the prevention, detection and management of heart failure . These

should be regularly reviewed and updated in line with current e@

Recommendation 3:

All people with heart failure have access to appnﬁ% multi-disciplinary
services, ideally delivered locally, including:

B Delivery of community-based services to peo h heart failure throughout
the metropolitan area and the WA Countr& h Service (WACHS) Regional
Resource Centres with outreach to hm) | areas. Across WACHS, areas of
high prevalence of heart failure shou nsidered priority areas.

B Hospital-based programs to seryi h& small group of people with heart
failure that have more di to manage heart failure, complex
comorbidities or are eIigibleﬁr transplant.

B Formalised partnershigs I'%s between services and organisations in order
to develop an integr%ﬁ work with agreed heart failure care planning,
consistent use of evidWnce-based guidelines and patient pathways and
seamless transfer ag#ppropriate.

B A structured ggstem of seven day per week, extended hours telephone advice
for peopI% art failure, carers and health professionals.

B Adequa uitable community-based exercise options.
B The gon of clinical leadership and ongoing support to health
\ als in diagnosis and long term care including adequate resources to

|
% designated heart failure service staff to deliver education to other
edlth care professionals.

OQommendation 4:

Support the development of Information and Communication Technology to allow
appropriate data collection and sharing. Guided by evidence-based guidelines
and patient pathways this technology will allow high quality care in the most
appropriate setting; care planning across different settings and disciplines; and
service planning for the future.




Recommendation 5:

Establish a central resource directory for heart failure services in WA. The scope
of this directory will include community- and hospital-based service options and
information on risk modification and diagnostic services. This resource directory
will be accessible to the community and health professionals through a variety of
mediums.

Recommendation 6: Q\A

Develop and implement a state-wide heart failure education plan for ﬁ
professionals in partnership with the WA General Practice Network and re t
non-government organisations. @

Recommendation 7: : %

Establish partnerships between the Cardiovascular Health Net and relevant
organisations including Aboriginal Community Controlle Ith Organisations
and Aged Care Panels to identify strategies to support ementation of the
guiding principles and objectives of The Model. Q

Recommendation 8:

integrated program and service plaNgiNg’ JThis strategy should be multi-

disciplinary and multi-sectoral in na
assist prevention of a range of cardi C

Develop a strategy for the preventign &ardiovascular disease to guide

nd link with existing frameworks to
lar and non-cardiovascular disease.

Recommendation 9:

Identify research needs &@n and enhance heart failure care. This includes

identification of research ch should be undertaken locally in WA.

Recommendation 10./
Deliver perio@’ew of the Model of Care for Heart Failure to identify and

address ga@ future.

4.2 @rategy for Implementation

%cognised that the recommendations for change presented differ in terms
esource requirements and expected timeframe for implementation. Given
Othls, a strategy for the phased implementation of recommendations is proposed.
The three phases for implementation are defined as:
B Phase 1: Achievable within existing resources and current service provision.
B Phase 2: Require further planning and development.

B Phase 3: Require additional human resources, funding and endorsement.

b



As each recommendation contains a number of elements, each element has been
classified against a phase for implementation.

Phase 1: Achievable within current service delivery model and existing
resources

B Endorse the Model of Care for Heart Failure (Rec 1)
B Review patient pathways between general practitioners, specialists and allie
heath professionals (Rec 2).

B Review current evidence-based protocols and patient pathways fo
prevention, detection and management of heart failure in WA (Rec 2).

B Promote the use of care management planning, particularly Witl'@eneral
Practice (Rec 3).

B Promote the use of Home Medication Reviews for people wi rt failure,
particularly those with comorbidities (Rec 3).

B Review existing telephone support services available eople with heart
failureand health professionals in metropolitan Country Health
Service (Rec 3).

B Review of current information, education and o ce materials for people
with heart failure and their families (Rec 3)

B Formalise current linkages and networ en designated heart failure
services and the WA Country He ce with a view to improving
communication, staff development port, and shared care models (Rec
3).

B Promote self-management tra g for health professionals working with
people with heart failure (R

B Establish partnershle n the Cardiovascular Health Network and
- ity S

Aboriginal Communit Olled Health Organisations and Aged Care Panels
to identify strategies, to stipport the implementation of the guiding principles
and objectives of T Model (Rec 7).

B Review curr, population health and health promotion initiatives for

hypertens& agement (Rec 8).
| Iden@ ch needs to inform and enhance heart failure care in WA (Rec

Ph%QRequwe further planning and development
orse and implement appropriate current evidence-based protocols and

Og)atient pathways for the prevention, detection and management of heart

failure in WA (Rec 2).

B Formalise partnerships or links between services and organisations in order to
develop an integrated network with agreed heart failure care planning,
consistent use of current and evidence-based protocols and patient pathways,
and seamless transfer as appropriate (Rec 3).

B Support the development of Information and Communication Technology to
enable multi-disciplinary care planning (Rec 4).

_



B Develop and implement a state-wide heart failure education plan for health
professionals in partnership with the WA General Practice Network and
relevant non-government organisations (Rec 6).

B Build capacity for heart failure care using the palliative care philosophy
through education, training and support for health professionals, particularly

in community-based settings (Rec 6).
B Develop a strategy for the prevention of cardiovascular disease to guid
integrated program and service planning (Rec 8).

B Identify research needs to inform and enhance heart failure care in W.
9).

Phase 3: Require additional human resources, funding and endorse

B Ensure that all people with heart failure have access to appr@te, multi-
disciplinary services, ideally delivered locally, including: 9
i

= Delivery of community-based services to people.w heart failure
throughout the metropolitan area and the WA @ry Health Service
(WACHS) Regional Resource Centres with outr@ other rural areas.
Across WACHS, areas of high prevalence rt failure should be
considered priority areas. Q

=  Formalised partnerships or links bet ®9rvices and organisations in

order to develop an integrated ne with agreed heart failure care
planning, consistent use of i e-based guidelines and patient
pathways, and seamless transf propriate.

= A structured system of sey, per week, extended hours telephone

advice for people with heartNgilure, carers and health professionals.
= Adequate and suitabl munity-based exercise options.

= The provision o leadership and ongoing support to health
professionals in nosis and long term care, including adequate
resources to epable designated heart failure service staff to deliver
education to afher health care professionals. (Rec 3).

B Establish i (@al resource directory for heart failure services in WA. The

scope of ectory will include service options and information on risk
modyic , diagnostic services, long term care services and advanced heart
fail ces (Rec b5).

u ge and implement heart failure programs which are culturally

opriate for Aboriginal and Torres Strait Islander and Culturally and

uistically Diverse populations (Rec 7).
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Table 5. Comparison of current service provision with The Model of Care for Heart Failure an mendations

Model of Care Principle: Primary and secondary prevention and health promotion to smt healthy lifestyles and risk
reduction in support of self-management in the well population. All health professional
identification and modification of risk, in particular, the identification and treatment of ension.

imise opportunities for early

Current Gaps in Service

Overview of Relevant ommendation

B Late diagnosis and/or under-
treatment of hypertension

Recommendation 2 - Develop appr. statewide evidence-based guidelines
and patient pathways for the pregengion, detection and management of heart
failure in WA. These should rly reviewed and updated in line with

current evidence.
Recommendation 6 - D&@nd implement a state-wide heart failure education

B Variable levels of health assessment
to detect those at risk.

\&
60

plan for health prgofegsigls in partnership with the WA General Practice Network
and relevant non@nent organisations.
Recommendati -Wevelop appropriate statewide evidence-based guidelines
and patient gt s for the prevention, detection and management of heart

failure in gVA. Whese should be regularly reviewed and updated in line with
currenigWNgdence.

Re dation 6 - Develop and implement a state-wide heart failure education
plan health professionals in partnership with the WA General Practice Network

gw relevant non-government organisations.
B “Rec

ommendation 8 - Develop a strategy for the prevention of cardiovascular
disease to guide integrated program and service planning.
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Model of Care Principle: Early detection, assessment and management of heart failure in order t ve quality of life,
slow the progression of the condition, and reduce invasive treatments and preventable hospital ad ons. There will be
early engagement of appropriate community-based services with seamless transition to speci@services, including palliative

care, when appropriate.

Current Gaps in Service

Overview of Relevant R@nendaﬂon
e s?

Recommendation 2 - Develop approp atewide evidence-based guidelines
and patient pathways for the prev | detection and management of heart
failure in WA. These should be regularly reviewed and updated in line with

Recommendation 6 - Dev implement a state-wide heart failure
education plan for heal ssionals in partnership with the WA General
ant non-government organisations.

elop appropriate statewide evidence-based guidelines
for the prevention, detection and management of heart
should be regularly reviewed and updated in line with

WA, including risk factor modification services.

Diagnostic delay due to under- |
recognition of early heart failure
symptoms by people and health
professionals. A large proportion are current evidence.
diagnosed at hospital presentation and | g
require admission, but have had
symptoms for many months. Practice Network an
Inadequate support for all people with | @ Recommendation
heart failure to reach target doses of and patient pa
heart failure medications (ACE/ARB failure in W
Inhibitors and B-Blockers) and to
manage changing requirements for u
diuretic medication. se

u

current egiderte.
Re@ation 5 - Establish a central resource directory for heart failure

RecorMnendation 6 - Develop and implement a state-wide heart failure

gﬁucation plan for health professionals in partnership with the WA General

ractice Network and relevant non-government organisations.

N\
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Lack of community programs for people
with moderate to severe heart failure,
given that there are community-based
services available for people with mild
to moderate heart failure.

Recommendation 2 - Develop appropriate statewide evi
and patient pathways for the prevention, detection
failure in WA. These should be regularly reviewed an
current evidence.

Recommendation 3 - That all people with he re have access to
appropriate, multi-disciplinary services, id; elivered locally. This includes

-Dased guidelines
agement of heart
ated in line with

community-based services, hospital base®prpgrams, telephone advice and
community-based exercise options, %pe ting as an integrated network.

Recommendation 7 - Establish pa ps between the Cardiovascular Health
Network and relevant organisatiogs ijcluding Aboriginal Community Controlled
Health Organisations and Ageée Panels to identify strategies to support
implementation.

Community Physiotherapy Services is an
established service with a metropolitan
wide infrastructure that currently does
not receive funding for specific heart
failure classes despite increasing
service demand.

\&
(gO

Recommendation 2 - Dege
and patient pathygay
failure in WA. Th
current eviden

ppropriate statewide evidence-based guidelines
e prevention, detection and management of heart
Id be regularly reviewed and updated in line with

Recommend& - That all people with heart failure have access to
approprigge, multi-disciplinary services, ideally delivered locally. This includes
" ased services, hospital based programs, telephone advice and
-based exercise options, all operating as an integrated network.

endation 7 - Establish partnerships between the Cardiovascular Health
zétwork and relevant organisations including Aboriginal Community Controlled
ealth Organisations and Aged Care Panels to identify strategies to support
implementation.
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Limited resources and capacity of
services providing heart failure care to
enable networked and integrated heart
failure management across the state.
Large areas of the metropolitan area
and rural and remote regions remain
without a service within a reasonable
distance, particularly for exercise.

Recommendation 2 - Develop appropriate statewide e-based guidelines
and patient pathways for the prevention, detection & anagement of heart
failure in WA. These should be regularly review d updated in line with
current evidence. e@

Recommendation 3 - That all people with @ailure have access to
appropriate, multi-disciplinary services, %y delivered locally. This includes
community-based services, hospital hgsed PPograms, telephone advice and
community-based exercise options, @:erating as an integrated network.

Recommendation 5 - Establish a §entyal resource directory for heart failure
services in WA, including ris odification services.

Recommendation 7 - Esta% rtnerships between the Cardiovascular Health
Network and relevant tions including Aboriginal Community Controlled
Health Organisatign ged Care Panels to identify strategies to support
implementation.

Delayed referral to appropriate

services, such as diagnostic services,
specialists, designated heart failure
services and palliative care services.

&

&

Recommendati -Develop appropriate statewide evidence-based guidelines
and patient pgt s for the prevention, detection and management of heart
failure ingVA. Whese should be regularly reviewed and updated in line with
curren %ence.

Re dation 3 - That all people with heart failure have access to
approwriate, multi-disciplinary services, ideally delivered locally. This includes
munity-based services, hospital based programs, telephone advice and

ommunity-based exercise options, all operating as an integrated network.

Recommendation 5 - Establish a central resource directory for heart failure
services in WA, including risk factor modification services.

Recommendation 6 - Develop and implement a state-wide heart failure
education plan for health professionals in partnership with the WA General
Practice Network and relevant non-government organisations.

5>
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Limited availability to undertake public
echocardiography. Echocardiography
results are not shared across health
services leading to greater duplication
of investigations.

Recommendation 3 - That all people with heart failure h§v s to
appropriate, multi-disciplinary services, ideally deliv cally. This includes
community-based services, hospital based programs,mhone advice and
community-based exercise options, all operatin an integrated network.

Recommendation 4 - Support the developme ormation and

Lack of programs for high risk clients
who are unable to access tertiary
centres for physical activity
maintenance programs. In addition,
there is a lack of physical activity and
education programs which are provided
outside of business hours for people
with heart failure that work.

Communication Technology to allow approE data collection and sharing.

Recommendation 2 - Develop appropriate ewide evidence-based guidelines
and patient pathways for the preve , detection and management of heart
failure in WA. These should be re reviewed and updated in line with
current evidence.

Recommendation 3 - That all'ggo®e with heart failure have access to
appropriate, multi-discipl@ rvices, ideally delivered locally. This includes
community-based servia% spital based programs, telephone advice and
community-base is®options, all operating as an integrated network.

Limited support for people with heart
failure who experience barriers
accessing care, including those
associated with cost, transport and
time.

Recommendatio t all people with heart failure have access to
appropriate, @I ciplinary services, ideally delivered locally. This includes
community-% ervices, hospital based programs, telephone advice and
communi@®-bas®d exercise options, all operating as an integrated network.

tion 5 - Establish a central resource directory for heart failure
WA, including risk factor modification services.

Re

ReconMnendation 7 - Establish partnerships between the Cardiovascular Health
etwork and relevant organisations including Aboriginal Community Controlled

Health Organisations and Aged Care Panels to identify strategies to support

implementation.
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Services are concentrated within the
metropolitan area, with a few programs
available in rural and remote regions *2.
In addition, there is lower use of
recommended diagnostic methods and
pharmacological treatment among
g)leople with heart failure in rural areas

B Recommendation 2 - Develop appropriate statewide evi

B Recommendation 6 - Develop an

-Dased guidelines
agement of heart
ated in line with

and patient pathways for the prevention, detection
failure in WA. These should be regularly reviewed an
current evidence.

B Recommendation 3 - That all people with he Wlre have access to

community-based services, hospital base®prpgrams, telephone advice and

appropriate, multi-disciplinary services, id; elivered locally. This includes
community-based exercise options,

perating as an integrated network.

ent a state-wide heart failure
education plan for health profesf{gndls in partnership with the WA General
Practice Network and relevard n&g-government organisations.

B Recommendation 7 - Estat@ rtnerships between the Cardiovascular Health
a

Network and relevant tions including Aboriginal Community Controlled
Health Organisati n@ ed Care Panels to identify strategies to support

implementation.

Model of Care Principle: Integration between State and C&gmonwealth sectors and health professionals through: agreed heart
failure care planning; application of shared care modegg; telephone support; comprehensive community-based services, in line
with an endorsed set of evidence-based guidelings tient pathways.

Current Gaps in Service

Overview of Relevant Recommendation

Lack of care coordination of people with
heart failure, particularly those with
multiple comorbidities and inpatien

post discharge. This may result in &
numerous patient appointmenigi

given week. Variable use of f d
general practice recall regis or
monitoring and follow up

B /MRecommendation 2 - Develop appropriate statewide evidence-based guidelines

failure in WA. These should be regularly reviewed and updated in line with
current evidence.

B Recommendation 3 - That all people with heart failure have access to
appropriate, multi-disciplinary services, ideally delivered locally. This includes
community-based services, hospital based programs, telephone advice and
community-based exercise options, all operating as an integrated network.

@ and patient pathways for the prevention, detection and management of heart

O M —




Recommendation 4 - Support the development of InforrgatNyg™a
Communication Technology to allow appropriate datQ ction and sharing.

Recommendation 5 - Establish a central resource dir ry for heart failure
services in WA, including risk factor modificati rvices.

Recommendation 6 - Develop and implemera e-wide heart failure
education plan for health professionals in Wgra#ership with the WA General
Practice Network and relevant non-gove nt organisations.

Recommendation 7 - Establish part@ips between the Cardiovascular Health
Network and relevant organisati uding Aboriginal Community Controlled
Health Organisations and Age Panels to identify strategies to support

implementation.

Limited funding for project development
and programs culturally appropriate for
Aboriginal and Torres Strait Islander and
Culturally and Linguistically Diverse
people.

Recommendation 3 - T,

appropriate, mulfi-ge
community-base i
community—ba@ ercise options, all operating as an integrated network.
Recommenr% - Establish partnerships between the Cardiovascular Health
Network gndWglevant organisations including Aboriginal Community Controlled
Healt %nisations and Aged Care Panels to identify strategies to support
in@al tion.

people with heart failure have access to
inary services, ideally delivered locally. This includes
es, hospital based programs, telephone advice and
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Model of Care Principle: Provision of education to people with heart failure and carers based on s agement principles
to enable maximisation of symptom control, health and wellbeing

Current Gaps in Service Overview of Relevant Rec ejdation
Limited capacity and funding for self- B Recommendation 2 - Develop appropriate de evidence-based guidelines
management programs promoting and patient pathways for the prevention, ction and management of heart
lifestyle modification for those with, or failure in WA. These should be regul reviewed and updated in line with
at risk of, cardiovascular disease. current evidence.
B Recommendation 3 - That all eJvith heart failure have access to
appropriate, multi-disciplinasg sewvices, ideally delivered locally.
B Recommendation 5 - Est l@a central resource directory for heart failure
services in WA, includiqriS®ractor modification services.

Model of Care Principle: Building the capacity of the workfor, eet the need to manage the complex requirements of
people with heart failure within the community. This incl killing, education and training of the health workforce
within both the community- and health service sectors{t articular attention to rural practitioners.

Overview of Relevant Recommendation

Current Gaps in Service @
lf:iﬁﬁrgfrzgigaéﬁ;: ?gg‘dﬁ?nge f?grrr:eart B Recomymendation 6 - Develop and implement a state-wide heart failure
g g ?Jcation plan for health professionals in partnership with the WA General
r

limited educational opportunities and a . .
. e . actice Network and relevant non- government organisations.
lack of coordinated clinical leadership.
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Lack of formalised medical specialist
consultancy services for chronic disease
services with a broad scope of practice
which includes heart failure. This may
contribute to a lack of consistency in
care delivered by health professionals
who may deal with people with heart
failure including, but not limited to
community health professionals, general
practice, geriatricians and general
physicians.

B Recommendation 3 - That all people with heart failure hgv s to
appropriate, multi-disciplinary services, ideally delivﬁ cally.

B Recommendation 6 - Develop and implement a state- heart failure
education plan for health professionals in partn W with the WA General
Practice Network and relevant non- governm% nisations.

O
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Model of Care Principle: Delivery of optimal patient care in line with evidence-based guidelines, d ent and
implementation of new initiatives to meet service delivery gaps, and future research supported by rated clinical
information systems.

Current Gaps in Service Overview of Relevant Re dation
Variable use of formalised and agreed | Recomrr_uendation 2 - Develop appropr_iat%w_ide evidence-based guidelines
care management plans, leading to poor an_d patient pathways for the prevention, ¥ection and management of_heart
understanding of health professional and failure in WA. These should be regu reviewed and updated in line with
patient responsibilities. current evidence. ‘ ?
B Recommendation 4 - Support elopment of Information and

Communication Technolog [IBw appropriate data collection and sharing.

Lack of locally endorsed and B Recommendation 2 - De ppropriate statewide evidence-based guidelines

comprehensive implementation of and patient pathway he prevention, detection and management of heart

guidelines for the prevention, detection failure in WA. Th @Id be regularly reviewed and updated in line with

and management of heart failure. current evidenc

Similarly, lack of awareness of defined | m Recommendagi - Support the development of Information and

guidelines and processes for referral. Communi at&Technology to allow appropriate data collection and
sharing.%?mmendation 6 - Develop and implement a state-wide heart failure

an for health professionals in partnership with the WA General

edgca
Pr& etwork and relevant non-government organisations.

Limited understanding of the local B Rgcommendation 9 - Identify research needs to inform and enhance heart failure
epidemiology of heart failure to inform z‘rce. This includes identification of research which should be undertaken locally
planning of services for heart failure. in WA.

National and international research r@

not be adequately addressing rese
needs.
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GLOSSARY
Age standardised

Arrhythmia
Asymptomatic

Atrial Fibrillation

Bed days

Biventricular
B-type Natriuretic peptide

Weighted average of age specific rates
according to standard distribution of age to
eliminate the effect of different age
distributions and thus facilitate valid
comparisons of groups with different age
compositions.

Irregularity of the heartbeat. Q
0

An illness or condition is present with

symptoms. z,
Chaotic heart irregularity arising fr

atria (reservoir chambers of the

common in people with HF and$g te aged.

The number of full or partgjesydays of stay for
patients who were admi an episode of
care and who underw®nt¥separation during
the reporting pe patient who is
admitted and s d on the same day is
allocated one day.

Pertainigg ventricles of the heart.
Akeyr in the homeostasis of salt and
wate retion that maintain blood

pre% 7 It is a key marker indicative of
eartMailure.

evelop fatty disease cholesterol-containing

Coronary heart disease @ condition in which coronary arteries

/
Diastolic \Q

Dyspn
Echo ram

&

O Electrocardiogram

Hypertension

deposits in their walls, coupled with reaction
to that deposit with scarring and
inflammation.

Relaxation of the left ventricle.

Shortness of breath.

A visual definition of the heart chambers and
valves, either as a static picture or as moving
structures. The images are created by the
bouncing back of ultra sound waves from a
hand-held source.

A recording or display of the heart’s
electrical activity as the cardiogram staged
stimulating electrical impulse passes through
each phase of contraction of the heart.

High blood pressure.

&\\




Implantable cardioverter
defibrillator

Myocardial Infarction

Systolic
Telemonitoring

Ventricle

A device that is put within the body and is
designed to recognise certain types of
abnormal heart rhythms (arrhythmias) and
correct them.

Death of heart muscle which arises from
coronary artery infarction occlusion. The
dead tissue is replaced over time by scar
formation. \

Contraction of the left ventricle.
Remote monitoring of signs and other hea@

indicators.
A heart chamber which collects om
an atrium. 0
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