Expectations for Heart Failure Care

Identify the patients with Heart Failure (HF) and proactively manage

Patients with HF should be identified and a database for each patient should be established.  Diagnosis is based on a constellation of symptoms, signs and radiographic findings.  Proactive management of the population should routinely include:

· Review of the registry for follow-up needs.

· Follow-up phone calls by staff responsible for continuing care.

· Practice initiated scheduling of office visits. 

· Collaborative goal setting for patient with the health care team.

· A comprehensive treatment plan that includes clinical management and patient self-management.

· Signs and symptoms are systematically reviewed and recorded both for diagnostic purposes and response to therapy.

· Assessment includes history, physical, laboratory, and selected tests to determine etiology or comorbidity.

· Left ventricular function is assessed for all patients.

· Etiology of HF is determined whenever possible. 

Treatment

Treatment is guided by response to therapy, underlying mechanisms for heart failure and results of diagnostic evaluations.

· Evidence-based guidelines are developed, disseminated and integrated throughout the health system. 

· General measures for all patients include information about heart failure, medication usage, dietary advice (sodium and fluids), monitoring (daily weights), immunizations, smoking cessation, and promoting physical activity.

· Develop and monitor the use of guidelines for medication titration for both systolic and diastolic heart failure.

· Ensure adequate dosages of ACE inhibitors and B-blockers.

· Use diuretics for symptom relief and maintenance of euvolemia.

· Establish criteria and referral protocols for refractory HF.

· Optimize treatment of comorbidities, such as hypertension and coronary artery disease.

Case Management

Use a case management role to assure high quality hospital and post-hospital care and for ambulatory patients who remain symptomatic:

· Ensure patient education and self-management support.

· Provide periodic review of status.

· Address financial and social issues.

· Proactively contact patients through telephone, home visits or other methods.

· Be readily accessible to patients.

Self-management

Integrating self-management responsibilities into the plan of care for the patient increases the patients’ ability to achieve improved clinical outcomes:

· Schedule a documented encounter which includes explicit collaborative self-management treatment goals

· Add explicit interventions to enhance self-efficacy.

· Address sodium intake, fluid management, medications, daily weights, physical activity and comorbidities.

End of Life Issues

Sensitively approach advanced planning:

· Discuss end-of-life issues, goals and wishes with patient/family/surrogate.

· Develop patient specific advanced directive.

· Encourage appointment of a durable power of attorney.

CHF Care and the Components of the Chronic Care Model

This grid is to illustrate how the clinical content for improving heart failure outcomes relates to the areas for “System Improvement.”  We have purposefully written it as a series of questions.  For many, there is no “right answer.”  Rather, these are suggested questions you need to answer for yourself to improve heart care.
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Identify the patients with heart failure and proactively manage.
How can you identify patients with heart failure?

How do you track test results?

How do you track use of medications, etc.?
Who reviews the registry?

Who calls in the patients?

What options are there for one-on-one groups?

Who gives on-going self management support?
Do you have an evidence-based guideline for heart failure diagnosis?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


When patients are informed of the diagnosis, are they given explicit messages about their role?

What “menus” of self-management support are available to patients?
What links do you have set up to provide information for patients about diagnosis and management?

Treatment:

a) General Measures
How do you track general measures, such as diet, physical activity, and immunizations?


Who reviews the registry?

Who calls the patients in?

Who provides patients with the means to monitor and follow treatment plans at home?
Do you have an evidence-based guideline for general measures in heart failure management, such as sodium restriction, fluid intake, physical activity, immunizations and avoidance of NSAIDs?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?
Do you have documentation of collaborative goal setting and shared treatment plans for general measures?

What ways and means are available to provide self-management support to patients?

What incentives do you have to encourage patients?
What links do you have set up to:

Financial support for medications?

Transportation to appointments?

Home health agencies?

b)  Systolic Heart Failure (EF < 40-45%, moderate LV dysfunction or worse by qualitative assessment)
Are registries sortable by type of heart failure?

How is ventricular function tracked?

How are medication dosages and medication changes tracked?
Who monitors medication adjustment?

What intervals are established to review medications?


Do guidelines describe optimal doses of ACE inhibitors (ex: captopril 150 mg/d, enalapril 20 mg/d or equivalent) and substitutes for ACE inhibitors, such as hydralazine, long acting nitrates or losartin?

Do guidelines describe the usage of beta blockers titrated up to goal dose (carvedilol 50 mg BID, metoprolol 100 mg BID)?

Do guidelines address the role of diuretics in maintaining euvolemia and minimizing symptoms?

Do guidelines address the use of digoxin?
What methods are there to assist patients with medication management?

What methods are used in teaching patients about medication adjustments?

Are patients encouraged to report medication effects?
What programs are available to assist patients in obtaining medications?

What programs are available to assist the patient and caregiver in medication management?

c.) Diastolic Heart Failure (LVEF > or = 45%, normal or mild LV dysfunction by qualitative assessment)
How are medication dosages and changes tracked?
Who monitors medication adjustment?

What intervals are established to review medications?
Do guidelines address optimization of BP control (140/90 or less), aggressive treatment of coronary artery disease and maintenance of sinus rhythm?

Do guidelines address the role of diuretics in maintaining euvolemia and minimizing symptoms, nitrates for preload reduction, other therapeutic options (such as ACE inhibitors, beta blockers, calcium channel blockers and ARBs) and digoxin in patients who continue to have symptoms despite the above?
What methods are there to assist patients with medication management?

What methods are used in teaching patients about medication adjustments?

Are patients encouraged to report medication effects?
What programs are available to assist patients in obtaining medications?

What programs are available to assist the patient and caregiver in medication management?

d.) Monitoring
How do you track periodic assessments of symptoms and function?

How do you track laboratory tests?
Who monitors signs, symptoms, medication side effects and daily weights?

What intervals are established to review laboratory tests?

What methods are used to monitor patients (phone, fax, email, 1:1)?
Do guidelines include periodic assessment of signs, symptoms, weight and medications?

Do guidelines include intervals for monitoring laboratory tests?
What methods are there to assist patients with monitoring?

What methods are used in teaching patients about monitoring?


What assistance is provided to patients for ensuring home monitoring, such as scales or caregivers?

e.) Refractory Heart Failure
How do you track which heart failure patients need referral?
How do case managers, primary care providers and cardiologists interact?
Does the guideline include the decision to refer?
How is care coordinated from the patients perspective?
What assistance is provided to complete referrals?

f.) Comorbidities
How do you document and track those with underlying illness?
How is care for underlying illnesses coordinated with heart failure care?
Are their guidelines for the optimal management of comorbidities, such as hypertension, coronary heart disease, atrial fibrillation, smoking, diabetes, arthritis and depression?
Does self-management support address all conditions experienced by the patient and their interactions?
Are their mechanisms to help patients and caregivers become familiar with resources for comorbidities?

g.) Coordination by Case Management
How can you identify your heart failure patients who need case management?

How do you document and track their care?

How is information shared across practice settings?
How do case managers interact with primary care providers and specialists?

What methods and schedules are used to contact patients?
Do you have an evidence-based protocols for the case managers?

How are the protocols disseminated to case managers?

How is the protocol “embedded” into your system?


Can the patient identify one number to call with concerns about their heart failure?

Do you have documentation of collaborative goal setting for weight monitoring, medication adjustment, activity levels and other concerns?
How does the case manager interact with other health care providers in the community?

h.) Self-management
How do you document and track those who have collaborative goals?

How do you document changes to the care plan?
Who reviews the collaborative goals?

Who calls the patients to discuss monitoring, diet, exercise, medication use?

Who determines discharge from follow-up care?
Do you utilize behavior change and motivational techniques in patient interactions?

How are providers trained in motivational techniques?

How are patients assisted to make informed decisions about their care?
What “menus” of self-management support are available to patients?

(Class, telephone, peer, case management.)

What incentives do you have to encourage patients?
What links do you have set up to:

• Home health programs?

• Support groups?

• Internet links?

• Transportation programs?

• Financial assistance?

i.) End of Life Issues


How do you track patient preferences for end of life care?

Is this information available across multiple settings?
Who discusses end of life issues with patients?

When and where do discussions occur?

Which team members can be helpful to the patient and family and how are they involved?
Do protocols and guidelines address advance planning such as living will, durable power of attorney for health care or other appropriate legal documents?


How are patient and family members provided with helpful information and support?
What links do you have set up to community programs to assist patients, such as legal aid?

