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NICS Heart Failure Forum: improving outcomes in chronic care

Susan M Phillips, Janice M Davies and Geoffrey H Tofler

ore than 170 clinicians from diverse healthcare back-

grounds attended the National Institute of Clinical Stud-

ies (NICS) “Heart Failure Forum 2004: improving
outcomes in chronic care”, held in Canberra, 7-8 June 2004.

The purpose of the forum was to raise awareness of the growing
burden of heart failure, engage with Australian and international
experts in heart failure and chronic care management, and explore
strategies for improving outcomes in chronic care.

Successful models of care

Geoffrey Tofler (Chair of the NICS Heart Failure Advisory Group
and Professor of Preventive Cardiology, University of Sydney) set
the scene by highlighting gaps in the current medical treatment of
heart failure. These gaps are most notable in the use of evidence-
based drug therapies, such as angiotensin-converting enzyme
(ACE) inhibitors and [-blockers, that reduce symptoms and
hospital admissions and improve survival." Chronic care expert Ed
Wagner (Director, MacColl Institute for Healthcare Innovation,
Group Health Cooperative, Seattle, Washington, US, and leader of
the Robert Wood Johnson Foundation Improving Chronic Illness
Care Program) argued that the current care system is not working
adequately for either patients or healthcare professionals® and
emphasised the importance of redesigning care systems around the
needs of patients with chronic illnesses. He described the essential
elements of the chronic care model (Box 1),> and illustrated how
the model, combined with the Institute of Healthcare Improve-
ment collaborative improvement method, enabled over 1000 US
healthcare organisations to improve quality of care for patients
with asthma, diabetes and chronic heart failure.*

Peter Didsbury (Chairman, New Zealand Guidelines Group, and
Deputy Head and Manager of Integration, ProCare Health Ltd,
Wellington, NZ) reported increased prescribing of ACE inhibitors,
B-blockers and spironolactones following multifaceted interven-
tion strategies, such as improved access to echocardiography, rapid
access to cardiology advice, funding for B-blocker titration, access
to a cardiac nurse specialist and 24-hour telephone triage. The
results of an unpublished randomised trial he conducted involving
patients with chronic obstructive pulmonary disease led him to
suggest that improving the effectiveness of patient adherence
through more structured care processes (such as holistic assess-
ments, education about the condition, lifestyle therapy, action
plans and active follow-up) may have greater effect.

The vital role played by nursing staff was highlighted by Simon
Stewart (Chair, Cardiovascular Nursing, and Director of the Centre
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see reference 3.

for Innovation in Health, University of South Australia). He
presented evidence from a recent systematic review of randomised
trials of multidisciplinary strategies for the management of patients
with heart failure at high risk for admission. This review showed
that programs that incorporate follow-up by a specialised multidis-
ciplinary team (in either a clinic or a non-clinic setting) reduce
mortality, heart failure hospitalisations and all-cause hospitalisa-
tions.” Stewart emphasised the need for a more systematic imple-
mentation of specialist nurse-led, home-based, follow-up services
after discharge for patients with heart failure. Such services are
currently available to less than 10% of those needing them.
Whether this form of care is applicable in rural and remote
locations is not certain, according to Henry Krum (Director,
NHMRC Centre of Clinical Research Excellence in Therapeutics,
Monash University), who described the computerised, telephone-
based patient support system (“Telewatch”) his research group is
trialling in Australia. The system allows healthcare providers to
closely monitor symptoms of patients with chronic heart failure
and to track progress, respond to deterioration and make sugges-
tions to improve overall management. Specific questions relate to
diet, exercise, alcohol use, smoking, use of drugs for chronic heart
failure, use of prescribed and over-the-counter medications unre-
lated to chronic heart failure, mood state and current coping.
Results are expected by the end of 2005.

The role of GPs in management of heart failure

Although heart failure is a leading medical cause of hospital
admissions in older people, Justin Beilby (Head, Department of
General Practice, University of Adelaide) noted that patients with
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2 Matrix of key strategies and interventions for a patient with heart failure
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BNP = Brain natriuretic peptide. NICS = National Institute of Clinical Studies. NPS = National Prescribing Service. NHFA = National Heart Foundation of Australia.

SNAP = Smoking, Nutrition, Alcohol, Physical activity.

heart failure represent a low proportion of the total patients that
each general practitioner treats. Of concern to GPs is the need to
identify people with early heart failure, who would benefit from
more aggressive intervention. This point was reinforced by
Michael Feneley (Chair, Cardiac Society of Australia and New
Zealand Echocardiography Working Group), who stressed that
new shortness of breath with no other obvious cause is often a
symptom of early heart failure and should trigger investigation. He
believes echocardiography is the most useful investigation in
confirming or ruling out heart failure and is critical for determin-
ing the underlying cause and guiding therapy.®

Mark Harris (Professor, General Practice, University of New
South Wales) detailed the important role of Divisions of General
Practice in providing support and feedback to practices in the

collection and analysis of data and in the use of patient registries
— key elements of proactive chronic care patient management.

The forum heard from Judith Mackson (Prescribing Program
Coordinator, National Prescribing Service [NPS]) that the NPS, the
National Heart Foundation of Australia (NHFA) and the NICS
have formed a collaboration to improve targeted elements of heart
failure diagnosis and management in general practice. This joint
program will deliver key messages on drug use for treating heart
failure and will emphasise the importance of echocardiography to
confirm the diagnosis and guide treatment.

Current government initiatives in chronic care
The importance of adopting a more systematic approach to
chronic care management in Australia was reinforced by Andrew
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Tonkin (Director, Health, Medical and Scientific Affairs, NHFA),
who argued that the effective management of heart failure repre-
sents an excellent paradigm for improving the care of people with
other chronic conditions. The value and cost-effectiveness of
management programs that can support patients with heart failure
in the home and community and prevent hospitalisation have been
demonstrated. Programs and information systems for patients with
heart failure, once established, could be easily adapted to the needs
of other chronically ill patients.

Jane Halton (Secretary, Australian Government Department of
Health and Ageing) highlighted recent Budget initiatives. Funding
is provided for 1600 more primary care nurses and a new Medicare
Benefits Schedule item number linked to the Enhanced Primary
Care multidisciplinary care plan for services provided by allied
health professionals. Ms Halton outlined the governments plans
for a national chronic disease strategy, following development and
consultations by the National Health Priority Action Council’s
Chronic Disease Strategy Group.

The forum heard about different state heart failure programs.
Craig White (Deputy Chair, Victorian Hospital Admission Risk
Prevention Program, and Executive Director, Clinical Services,
Austin Health) and Kym Scanlon (Assistant Director, Chronic Care
Program, NSW Health) presented figures showing encouraging
reductions in hospital admissions for chronic heart failure since
the commencement of statewide chronic care programs, such as
the Victorian Hospital Admission Risk Prevention Program and the
NSW Chronic and Complex Care Program.”® Clearly, more
patients need to access these programs, with only an estimated
15% of eligible patients enrolled in Victoria (Andrea Driscoll,
Deakin University). NSW Health is currently addressing imple-
mentation and spread of issues through a statewide chronic care
collaboration that focuses on heart failure and chronic obstructive
pulmonary disease. The change principles of the collaboration are
based on the key elements of Wagner’s chronic care model, as well
as policy components from the World Health Organization’s
Innovative Care for Chronic Conditions Framework.”

Conclusion and the way forward

In the concluding plenary session, Didsbury and Wagner sug-
gested strategies that would facilitate implementation of the
chronic care model in Australia. They emphasised the need to
reward care planning, support efforts to encourage practice system
change, and make patients a part of the planning. Using the patient
journey as a framework, Geoffrey Tofler presented a matrix of key
strategies and interventions that patients, clinicians and govern-

ments should consider to improve outcomes and quality of life for
patients with heart failure (Box 2). The matrix indicates areas
where best-practice models of care are known, such as cardiac
nurse specialists for post-discharge heart failure patients, and areas
where more research is needed, such as the best use of practice
nurses in chronic diseases. Finally, the matrix suggests areas where
enhanced government support is needed (such as in creating
mechanisms for funding comprehensive care programs and in
further funding for practice nurses).

The range of participants at the forum reinforced the broad
approach needed to improve outcomes in heart failure. Further-
more, strategies adopted successfully with heart failure could have
major effects when extrapolated to other chronic conditions.

The forum presentations and a more detailed report are available
on the National Institute of Clinical Studies website
(www.nicsl.com.au).

References

1 National Institute of Clinical Studies. Evidence—practice gaps report.
Volume 1. Melbourne: NICS, 2003.

2 Committee on Quality of Health Care in America, Institute of Medicine.
Crossing the quality chasm: a new health system for the 21st century.
Washington, DC: National Academy Press, 2001.

3 Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for
patients with chronic illness. JAMA 2002, 288: 1775-1779.

4 Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for
patients with chronic illness. The chronic care model, part 2. JAMA 2002,
288: 1909-1914.

5 National Heart Foundation of Australia and Cardiac Society of Australia
and New Zealand. Guidelines on the contemporary management of the
patient with chronic heart failure in Australia. 2002. Available at:
www.heartfoundation.com.au/downloads/cont.management.pdf
(accessed Aug 2004).

6 McAlister F, Stewart S, Ferrua S, McMurray JJV. Multidisciplinary strate-
gies for the management of heart failure patients at high risk for
readmission: A systematic review of randomized trials. J Am Coll Cardiol
2004; 44: 810-819.

7 Department of Human Services (Victoria). Hospital Admission Risk Pro-
gram (HARP): chronic heart failure working party report. Melbourne, The
Department, 2003.

8 NSW chronic and complex care programs progress report, for program
activity to 30 September 2002, March 2003. Sydney: NSW Health, 2003.
Available at www.health.nsw.gov.au/pubs/c/pdf/cccp_report_020930.pdf
(accessed Aug 2004).

9 World Health Organization. Innovative care for chronic conditions (ICCC)
framework. Geneva: WHO, 2002. Available at www.who.int/
chronic_conditions/implementation/framework/en/ (accessed Aug
2004).

(Received 6 Jul 2004, accepted 17 Aug 2004) 0

MJA - Volume 181 Number 6 « 20 September 2004 299



	NICS Heart Failure Forum: improving outcomes in chronic care
	Successful models of care
	The role of GPs in management of heart failure
	Current government initiatives in chronic care
	Conclusion and the way forward
	References


