
Supporting those affected by chronic pp g y
cardiovascular disease - the example of

heart failureheart failure

D J B tti C lt t C di l i tDr James Beattie, Consultant Cardiologist

f l d d i i i hHeart of England NHS Foundation Trust, Birmingham

HeartNational Clinical Adviser, NHS Improvement Heart

Trustee, National Council for Palliative Care (NCPC)
Chair, NCPC Heart Failure Group

Key Priorities for the Cardiovascular Disease Outcomes Strategy, 12 June 2012



Heart failure - backgroundg

C l li i l d d b• Complex clinical syndrome caused by 
impaired cardiac pump function

• Final common pathway for many 
cardiovascular conditionscardiovascular conditions

• Most common cause: coronary artery disease
• The only cardiovascular disease increasing in 

prevalenceprevalence
• Affects around 900,000 people in the UK, p p



The burden of heart failureThe burden of heart failure
Of ll l di l diti it h th• Of all general medical conditions, it has the 
greatest negative impact on quality of life

• Multiple hospital admissions at significant 
cost some of which might be avoidedcost, some of which might be avoided

• Progressive, incurable and ultimately fatal 
l di ilong-term condition

30 40% f ti t di ithi f• 30–40% of patients die within a year of 
diagnosis



Typical course of heart failureyp

Goodlin, S. J.  J.A.C.C. 2009;54:386-396 Copyright ©2009



3rd National Heart Failure Audit3 National Heart Failure Audit

Heart failure mortality

In addition to the in-patient mortality: 
5% for those <75 years
17% f th >7517% for those >75 years

Cleland JGF et al, Heart 2011 97:876-86. March 2011



4th National Heart Failure Audit 

Survival post-discharge by type of follow up

NICOR
National Institute for

C di l O tCardiovascular Outcomes
Research

Jan 2012



Reduced mortality and admissions due to a 
i li t l d ltidi i li hspecialist led multidisciplinary approach –

Conquest Hospital, Hastingsq p , g

In-patient deaths after emergency heart failure admissions
Conquest Hospital

y = -4.2955x + 93.886100

Trends in annual heart failure admissions
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Elements of multidisciplinary care 
for chronic heart failure

Information
Advance care planning Primary care

Patient
General palliative care

Advance care planning Primary care

Secondary /
emergency care

Patient
Specialist palliative care Optimal drug /

device management

Family/
informal carer

Heart failure
professional

Spiritual care

Rehabilitation

Symptom control

Social support

End of life care

Spiritual care y p

Psychological support

Family / bereavement care

Jaarsma T et al.  Eur J Heart Fail  2009, 11: 433-43



Good clinical navigation essential

Northwest London



NICE Quality StandardsNICE Quality Standards
Chronic Heart Failure

A set of 13 specific, concise statements that: 
b h k f hi h li ff i• act as benchmarks of high-quality, cost-effective 

and comprehensive HF care across all clinical 
isettings

• are derived from the best available evidence such 
as NICE guidance or other NHS evidence 
accredited sources 

• are produced collaboratively with the NHS and   
social care, along with their partners and service , g p
users June 2011



Quality statement 13 Q y

People with moderate to severe chronic heartPeople with moderate to severe chronic heart
failure, and their carer(s), have access to a

i li t i h t f il d lli tispecialist in heart failure and a palliative care
service.

• Cancer 26%
• Cardiovascular disorders 37%%

- Heart disease                26%
- Stroke                             11%

• Respiratory disease 14%
• Nervous system 3%
• Other 20%• Other 20%

Causes of Death, England, 2004    - ONS



H f il d f lifHeart failure – end of life care

201020082004



Resources  to guide
good practice



Key priorities in chronic heart
failure care

This increasingly prevalent complex life limiting 
failure care

syndrome demands:
• Early accurate diagnosis and aggressivey g gg

evidence based therapy
• A specialist led multidisciplinary team approach asA specialist led multidisciplinary team approach as 

the standard of care
• Good communication and clinical coordination• Good communication and clinical coordination, 

particularly at point of care interfaces
h i i i f di i d i l• The anticipation of disease progression and terminal

decline with appropriate support from specialist 
palliative care


