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HF management

 ESC HF Guidelines:





Crucial characteristcs



Effective Disease management

 Multi- facetted

 Include an in-hospital phase of care

 Intense patient education

 Exercise training and psychosocial care 

 Self-care supportive strategy

 Optimization of medical regimen

 Ongoing surveillance and management of clinical deterioration 

Involve cardiac nurse and cardiologist

Flexible follow-up approach

Yu et al., 2006



First reports disease management HF

1971: 50 patients 1983: 15 patients





HF clinics in Europe (2003-2004)

Estimation by local experts
Jaarsma et al, EJCN 2006



C oordinating study evaluating 
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Heart failure

program 

Knowledge

Attitude

Skills 

Treatment Self-care behavior

Compliance 

Symptoms

Daily function

 Readmission 

 Quality of life

 Cost 

 Survival



Heart failure

program 

homecare

Education only

Rehabiliation 

HF clinic

HF clinic extra

Hibrid model

Telemonitoring

Nurse led

Multidiscipinary

Palliative care 

Self management

Self monitoring

Diagnosis 

Prevention 





Characteristics

Components



Characteristics

 Multidisciplinary approach 

 Target high-risk, symptomatic patients

 Include competent and professionally educated staff







‘Traditional’ HF clinic model

Annema et al, 2009



‘New’ HF Management?

Annema et al, 2009



Components

 Assessment and intervention of risks and comorbidity

 Optimized medical management

 Patient education and self care management 

 Follow-up

 Access to healthcare 

 Patient involvement 

 Psychosocial support



MAHLER study

 Overall physician adherence to ESC treatment guidelines was 

63% 

 Adherence to treatment guidelines was independently and 

strongly correlated to outcome measured by rate of CHF or CV 

hospitalization and time to CV hospitalization. 



.

Komajda, M. et al. Eur Heart J 2005 26:1653-1659; doi:10.1093/eurheartj/ehi251

Kaplan-Meier curve of cardiovascular hospitalizations according to GAI3 tertiles



Components

 Assessment and intervention of risks and comorbidity

 Optimized medical management

 Patient education and self care management

 Follow-up

 Access to healthcare 

 Patient involvement 

 Psychosocial support







Self management and heart failure

 Self-management decreased all-cause hospital readmissions 
and heart failure readmissions 

 The effect on mortality was not significant 

 Adherence to prescribed medical advice improved, 

 No significant difference in functional capabilities, symptom 
status and quality of life. 

 The reported savings ranged from $1300 to $7515 per patient 
per year.

 It is not the amount of education (number of sessions/length of 
sessions) that improves self-efficacy, 

 Learning activities need to be incorporated into patient 
education programs to provide practice time that may result in 
behavior changes

Jovicic 2006, Yehle 2010





HART Study

Intervention 

 18 contacts and 18 heart failure educational tip sheets during 

the course of 1 year.

 Control: telefone follow-up

 Intervention: self-management group received tip sheets in 

groups and were taught self-management skills to implement 

the advice

Effects: 

 No difference in death or heart failure hospitalization

 No significant differences on any secondary end points, 

including death, heart failure hospitalization, all-cause 

hospitalization, or quality of life.

Powell 2010



Components

 Assessment and intervention of risks and comorbidity

 Optimized medical management

 Patient education and self care management 

 Follow-up

 Access to healthcare 

 Patient involvement 

 Psychosocial support



2010



 25 studies

 16 evaluated structured telephone support (5613 participants), 

 11 evaluated telemonitoring (2710 participants), 

 two tested both interventions

 Structured telephone support and telemonitoring are effective in 

reducing the risk of all-causemortality and CHF-related 

hospitalisations

 They improve quality of life, reduce costs, and evidence-based 

prescribing.  

Inglis 2010



Components

 Assessment and intervention of risks and comorbidity

 Optimized medical management

 Patient education and self care management 

 Follow-up

 Access to healthcare 

 Patient involvement 

 Psychosocial support



Increased readmission rates 

No depression

(n=231)

Mild depression

(n=54)

Major depression

(n=46)

Readmission

At 3 months

At 12 months

37%

52%

43%

56%

52%

80%

Rate of all cause readmission by severity of depression

Depression assessed by BDI and diagnostic inventory schedule (DIS)

No depression: BDI score <10
Mild depression: BDI score ≥10 with negative DIS
Major depression: BDI score ≥10 with positive DIS

Jiang et al., 2001



Jiang et al. 2001

Impact of severity of depression on mortality in HF

mild depression

major depression

------------ no depression

mild depression

major depression

------------ no depression



Conclusion

Effectiveness of heart failure management: what 

are the key components?

 Assessment and intervention of risks and comorbidity

 Optimized medical management

 Patient education and self care management 

 Follow-up

 Access to healthcare 

 Patient involvement 

 Psychosocial support



Annema et al, 2009


