
	Please confirm the ICB holds the following data, and where it is held please provide the data as requested. 

For the below 3 services which are part of the clinical specialty cardiology:


	Adults Community Cardiology Services

	1. Please provide a list of all providers the ICB holds contracts with for this service.

	N/A

	2. For each contracted provider, please provide the Service Specification that describes the service (whether standalone or integrated in a broader Service Specification)
	N/A

	Adults Community Heart Failure Service

	3. Please provide a list of all providers the ICB holds contracts with for this service.

	· East Lancashire Hospitals NHS Trust (for both EL and BwD patients)
· HCRG (West Lancashire patients)
· Blackpool Teaching Hospitals Trust 
· Lancashire and South Cumbria Foundation Trust (Gtr. Preston, Chorley and South Ribble patients)
· University Hospitals of Morecambe Bay (Cumbria patients)
· University Hospitals of Morecambe Bay (North Lancashire patients)

	4. For each contracted provider, please provide the Service Specification that describes the service (whether standalone or integrated in a broader Service Specification)

	












	Adults Cardiac Rehabilitation Service

	5. Please provide a list of all providers the ICB holds contracts with for this service.

	· Pendle Leisure Trust (for patients registered with an East Lancashire GP) 
· UHMB (for patients registered with a Lancs North GP)
· Blackpool Teaching Hospitals Trust (for patients registered with a Blackpool, Fylde or Wyre GP)


	6. For each contracted provider, please provide the Service Specification that describes the service (whether standalone or integrated in a broader Service Specification)
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SCHEDULE 2 - THE SERVICES

A. Service Specifications

This is a non-mandatory model template for local population. Commissioners may retain the
structure below, or may determine their own in accordance with the Contract Technical
Guidance.

Service Specification

No.

Service Community Heart Failure/Specialist Cardiovascular
nursing

Commissioner Lead Charlotte McAllister

Provider Lead Elaine Wilson

Period 1st May 2024 to 31t March 2025

Date of Review Fed 2024

1. Population Needs

11 National/local context and evidence base

The Health and Care Act 2022 marks a change from this competitive way of working.

It sets in out in law that the NHS must work in an integrated way with other
organisations and partners. Integrated care systems (ICSs) are geographically based
partnerships that bring together providers and commissioners of NHS services with local
authorities and other local partners to plan, coordinate and commission health and care
services.

To deliver improved health and well-being for our population by working in an
integrated way, it is critical that the right structures are in place to support and drive
change. This means we must work in different ways at three levels.

Our places and neighbourhoods put our residents, their families, their carers, and
wider communities at the centre of our integrated working. Most people’s day-to-day
care and support needs will be planned and delivered within a place and its
neighbourhoods.

e System: Integrated working across L&SC.

e Places: Integrated working in the areas covered by our four place-based
partnerships, covering Lancashire, Blackburn with Darwen, Blackpool and South
Cumbria.

e Neighbourhoods: Integrated working in the areas covered by our 41 primary
care networks, and local neighbourhood teams.

Lancashire Place:

Lancashire has a population around. 1.2 million people. It is a diverse geography
ranging from the high moorland of the South Pennines to the flat expanse of the
Fylde Coast and the rolling countryside of the Ribble Valley and Forest of Bowland.
Its urban areas include Preston and Lancaster, former textile towns such as
Burnley, coastal resorts, and market towns. There are deprived communities and
rural areas where some residents experience poverty and social exclusion, as well
as more affluent areas. Areas of deprivation exist in East Lancashire, Morecambe,
Skelmersdale and Preston.






West Lancashire context:

West Lancashire is a predominantly rural district lying north of Liverpool. It has a
population of 117,000 people and is made up of the 1960s new town of Skelmersdale,
the historic market town of Ormskirk, and a number of villages situated primarily in the
rural Northern Parishes. These three areas, or 'neighbourhoods’, have varying needs,
opportunities, assets, views and experiences, and their respective communities have
different day-to-day lives, different factors contributing to their health and wellbeing, and
even different life expectancies.

Currently there is national variation in the diagnosis and treatment of heart failure among
women, those living in deprived areas and patients from ethnic minority communities. A
consistent approach to the investigation and treatment of heart failure across all groups
is therefore required.

2. Outcomes
2.1 NHS Outcomes Framework Domains & Indicators
Domain 1 Preventing people from dying prematurely X
Domain 2 Enhancing quality of life for people with long-term X
conditions
Domain 3 Helping people to recover from episodes of ill-health or | x
following injury
Domain 4 Ensuring people have a positive experience of care X
Domain 5 Treating and caring for people in safe environment and | x
protecting them from avoidable harm
2.2 Local defined outcomes

L&SC Strategic Priorities Long Term success metrics
1 Strengthen our foundations I_mprO\_.red su_st_alnabmty of the system as measured via the
financial position overall.
Improve prevention and i
2 reduce inequalities Improved healthy life expectancy at system and place.
Int.egrate s strengtl:len Enhanced and seamless care provision within our
&) primary and community )
neighbourhoods.
care
. Improved quality of care across all our providers as
Improve Quality and i . i )
4 e measured via their CQC and Single Operating Framework
assessments.
Improved pathways of care across the system as measured
i World Class Care via our adherence to national recommendations for World
Class Care.

Service Specific local outcomes:

Reduced premature mortality from CVD and Heatrt Failure.

e Improved quality of life of patients and their carers

e High level of patient satisfaction.

o Higher proportion of patients dying in preferred place of care.
3. Scope
3.1 Aims and objectives of service

Cardiovascular disease continues to be a major cause of morbidity and mortality for the






population.

There are already many interventions that impact on outcomes in heart failure with new
therapies being developed frequently. There is evidence that community heart failure teams
impact through delivering care closer to home, ensuring patients receive evidence based
therapies and at target doses to improve outcomes.

The service ensures that provision of health care for heart failure and heart failure patients
currently meets the following quality requirements:

e Person-centred service

Acute and chronic medical management

Lifestyle modification

Supporting family and carers

Supporting End of Life care
e Caring for people in any community health or social care setting

The service will deliver evidence based, individualised and holistic care to people living with
heart failure. Patients will be cared for within an environment closer to home or in their own
place of residence using a case management approach thus supporting them to live with and
manage their long term condition. The Heart Failure service will be part of an integrated care
pathway, working across the primary and secondary care interface. It will provide high
standards of care by using the best available evidence to guide and inform clinical practice
and will be committed to enabling people to remain in their chosen care environment
wherever possible.

The service requirements will include a high quality service for West Lancashire patients that
ensures an equitable, effective, efficient, responsive and affordable service that contributes to
the health and wellbeing of the people of West Lancashire.

The service will:

e Provide holistic care to all patients and their carers with a diagnosis of Heart Failure
(Left Ventricular Systolic Dysfunction).

e To work in partnership with Primary Care and Community Services to deliver an MDT
management plan for patients and their carers to improve the overall quality of life for
patients with heart failure

e Work closely with other health and social care professionals to assist their confidence
and competencies in managing the signs and symptoms of heart failure

e Support patients with complex heart failure needs working closely with case
management services

e Ensure that patients with heart failure receive optimum tolerated levels of
pharmacological therapy

o |dentify patients in whom further interventions will promote better outcomes in terms
of mortality and morbidity as well as patient experience

e To reduce the number of unnecessary hospital admissions and re-admissions as well
as reduce the number of unnecessary GP referrals for patients with heart failure

e Undertake advanced care planning utilising prognostic indicators to recognise and
support end of life care for patients with heart failure

e Provide a service that is inclusive and delivers evidence based care

e Support the continued development and implementation of integrated care pathways
between primary, secondary and tertiary care

e Provide a ‘person-centred’ service

e Promote a high level of patient/carer satisfaction with service

e Work with community nursing, community matron and other health care colleagues to






avoid duplication of care

e Act as an information and educational resource for all professionals including
specialist support for and advise to case managers

o Facilitate timely referrals to palliative care for end stage heart failure patients

o Empower people with heart failure and carers with information so they can make
informed choices about their on-going care

e Communicate with partners in a timely manner including participation in Gold
Standards Framework meetings

e Contribute to audit of complaints and significant events

3.2 Service description/care pathway
The nurse led, community heart failure service will provide the following:

A community based clinical assessment for all patients with a confirmed diagnosis of heart
failure. To include education, review of medication, prescribing, titration and monitoring of
evidence based treatments, risk factor assessment, crisis management, promotion of self-
management, carer support and where appropriate, supportive end of life care is undertaken.

The team will work closely with GPs, community matrons and hospital-based clinicians and
play a part in providing a holistic integrated approach. The team will monitor heart failure
patients referred into the specialist service in partnership with GPs and community matrons
following discharge from hospital and this may include telephone follow up, home visits and
heart failure clinic appointments.

The service is based in the community, but has responsibility for liaising with other clinicians
in secondary and tertiary care as well as providers of heart failure rehabilitation and lifestyle
services.

The main role of the service is the management of patients diagnosed with heart failure. The
service will take responsibility for monitoring blood chemistry, prescription and titration of
medication and prompt and timely referral to appropriate services of newly diagnosed patients
and patients whose condition changes. The service also has an important role in educating
patients and their families on the disease process, management and control of symptoms and
also providing emotional support following a diagnosis of heart failure, in recognition that
heart failure is a life limiting condition for which there is no cure, therefore often requiring
difficult conversations and advanced care planning.

The specialist heart failure nurses will work closely with the integrated neighbourhood teams,
particularly the community matrons with whom they may be delivering shared care to some
individuals. Patients that are at a risk of unplanned admissions are identified utilising risk
stratification and may be suitable for intensive case management and care coordination which
the specialist heart failure nurse would be expected to link into through MDT working.

The team will refer patients to primary, secondary and rehabilitation (tertiary) prevention
services following standard guidelines. Patients should be referred to appropriate lifestyle
programmes depending on the severity of symptoms and taking patients’ priorities and choice
into account.

Throughout the process, patients and carers need to be involved in any decisions made about
their treatment and care and kept informed about what is happening.

Patients with suspected heart failure are diagnosed and treated as per local and national
guidelines.

Treatment of heart failure in the community

Treatment in the community is provided by the GP and the specialist nurse led service.






Patients should be referred to the specialist team in the following situations;

e Following initial diagnosis and initiation of treatment for those who need specialist
nurse intervention

e Patients that need review of their prescribed medication regime to ensure appropriate
pharmacological therapy titration is facilitated.

e To supervise complex and high risk heart failure patients with the use of thiazide
diuretics if required

e For the management of complications or patients with heart failure that does not
respond to treatment or who remain symptomatic

e Patient and carers in need of intensive education and support are offered this to
enable them to self-manage their long term condition.

o Where appropriate, patients will be seen in a local clinic or if registered housebound,
will need to be seen at home.

The team should focus on more complex patients and those with advanced heart failure.
They should not be used to provide routine monitoring of stable patients. This is carried out
by the GP supported by community matrons / practice nurse and other primary care workers.
The Heart Failure team will co-ordinate a shared care approach to end of life care utilising
prognostic indicators and advanced care planning.

The majority of patients will be diagnosed and treatment initiated in the primary care setting.
For patients who are very ill, treatment may start in hospital, but as soon as the patient’s
condition permits, they should be referred back to GP and the specialist nurse led team.

On initial referral to the team, a full assessment of patient’s needs should be made as
described in the NICE guidelines. The treatment programme should be discussed with and
agreed by the patient. This should include a discussion about any drug therapy that has been
planned, as well as appropriate education dependent on patient needs. The aim is to
optimise communication and thereby reduce anxiety and keep patients and carers informed
and involved in decision making processes.

Patients and carers must be given an opportunity to discuss the possibility of sudden death.
The prognosis should be discussed with patients and carers in a sensitive, open manner.
The Heart Failure specialist team should seek to identify needs as early as possible and refer
to end of life or palliative care if / when appropriate.

All patients with a diagnosis of heart failure who are transferred from hospital requiring
Specialist Nurse support should be seen (at home if necessary) and assessed by the
specialist heart failure team in the community. It is important that the team works with
hospital staff to ensure that they are informed and involved with transfer of care plans for
patients.

Where possible the community team will work closely with heart failure teams in local
hospitals and be able to refer patients directly to the cardiologist who can admit patients to
acute care beds or for palliative care if clinically indicated. A programme of education and
encouragement for the development of self-management skills should be agreed. Patients
and carers must also be given clear written instructions about how they can get advice and
what would prompt them to contact the specialist service or go straight to hospital.

Patients may be transferred to tertiary care for advanced therapies, but this specification does






not relate to those pathways.
The Heart Failure Nursing team are qualified nurses who can all demonstrate post-
registration experience/qualifications in field of cardiology and heart failure. The team
provides expert assessment and monitoring with core skills and competencies to advanced
level in the following clinical areas:

e Clinical assessment, history taking and examination

¢ Risk assessment and appropriate management of risk

e Ability to use information in undertaking assessments, clinical decision making and
diagnosis

o Developing, agreeing, monitoring and reviewing of care management plans with
individuals diagnosed with heart failure

¢ In-depth knowledge and understanding of therapeutic interventions, including relevant
pharmacology and medicines management

e Nurse Prescribing

¢ Advanced communication and interpersonal skills
For patients with advancing heart failure, pathways of integrated care with palliative care
teams in acute and community settings will be developed. This will ensure patients at end
stage heart failure are supported appropriately in the terminal phase of the condition.
Self-Care and Patient and Carer Information
A number of strategies will be utilised by the team to support self-care:-

e Motivational interviewing is used to support behaviour change decisions

e Health Coaching techniques are practiced to maintain action in consultations

¢ Management Plans are agreed and reviewed at each consultation
Patient’s information wishes and needs should be constantly reviewed, and information given
may be supplemented with written information from a variety of sources, including the range
of BHF patient information literature
Response plans should be agreed with patients. These include actions to be taken in
response to triggers which suggest a change in the patients’ heart failure control, for example
weight. All correspondence to other health care professionals is copied to the patient, unless
the patients request not to receive this information.
Patient contacts will be reduced once patient engagement and understanding of the condition

is increased, patients are encouraged to contact the service on a ‘as needed’ basis, rather
regular routine appointments.

Direct Intervention
o Examination/assessment/History taking

e [|nitiation/titration of medications






e Relaxation techniques /breathing exercises via respiratory team
e Behavioural interventions /risk reduction / lifestyle modification
e Patient/ carer / family education and empowerment

e Holistic palliative care via DN & OOH teams

e Relevant BHF / CMCN / Pumping Marvelous literature

e Team contact details and named nurse/contact

Indirect Intervention
e Carers/ family support
e Liaison with other services i.e. secondary care social services, CAB etc

e Liaison with community matrons and other LTC teams

Non-client Intervention

e Specialist support to all Health Care Professionals involved in care of heart failure
patients both clinical and non-clinical

e Specialist clinical support to case managers and GPs

e Audit and Research

3.3 Population covered
There are approximately 117,000 people registered with a GP in West Lancashire.

The service supports West Lancashire’s general practice neighbourhoods:-
1. Northern Parishes

2. Skelmersdale

3. Ormskirk and Aughton

3.4 Any acceptance and exclusion criteria and thresholds

All adults over the age of 18 years of age are eligible for referral to the service. The provider
shall ensure that there is equity of access and that there is no discrimination between
individuals on the grounds of age, sexual orientation race and ethnicity disability religion or
any factor other than clinical need.

Literature and session information must be provided in languages used by the population.

The provider must work with local communities to ensure that all members of the community
access the service, including seldom heard groups, including;






Patients in areas of high deprivation
Patients from BME populations
Patients with disabilities

Patients with learning difficulties

For those patients who are house bound or who have decompensated significantly visits may
be provided in patients’ homes.

Inclusion criteria:--

e Adults over 18 years of age and registered with a West Lancashire GP and reside in
West Lancashire

e Symptomatic mild LVSD
e Moderate or severe LVSD

o Cardiomyopathies for management of symptoms and titration of medication (with
LVSD only)

e Valvular heart failure either pre or post intervention (with LVSD only)

e End stage heart failure requiring palliative support (with LVSD only)

Exclusion criteria:-
e Patients under 18 years of age
e Patients not registered with a West Lancashire GP
e Asymptomatic mild LVSD
e Management of hypertension
¢ Management of arrhythmia
e Management of Angina

o HFPEF (preserved EF or diastolic dysfunction, previously been diagnosed by
Cardiologist) and resistant to titration in loop diuretics.

35 Interdependence with other services/providers
To develop a Neighbourhood approach it will be crucial to work across organisations, for

example, to promote self and holistic care, e.g., care homes, voluntary sector, ambulance
services.

Key Relationships:

The service should provide holistic assessment and care for all patients, which would result in
professional links across all secondary and community based services, including other






statutory agencies in the NHS and within Social Services, as well as independent sector
providers and the Voluntary Sector.
Key examples include:

e General Practitioners

e Acute hospital staff (including Consultant Cardiologists, HF Nurse Specialists, Heart
Failure Rehab team, Geriatricians)

e District Nurses

e Community Services teams

¢ Community Matrons

e COPD community team - GPSI & nurses
e Medical Assessment Unit / short Stay unit
o Palliative Care Team

e Social Services

e Smoking cessation

¢ Neighbourhood Teams

e Patients/carers/families

e PNs, DN teams, Case managers, neighbourhood teams, palliative care teams

e Acute trusts both UHA & SDGH including cardiologists for specialist advice and fast
track referrals

e Tertiary trust links [LHCH]
Benefits to other services include: increased partnership and collaborative working, increased
signposting and referrals, and a reduction in A&E attendances.

Patients are given assistance as required to manage this process e.g. interpreter, translator,
advocate and services are adjusted to enable access from all protected characteristics.

4. Applicable Service Standards

4.1 Applicable national standards (eg NICE)

This Heart Failure Service has been developed to meet the relevant Core Standards set out
by:

e NICE guideline [NG106] Chronic heart failure in adults: diagnosis and management.
September 2018

® NICE guideline [NG136] Hypertension in adults: diagnosis and management. August
2019






o NICE [NG238] Cardiovascular disease: risk assessment and reduction, including lipid
modification. December 2023

e Lancashire & S. Cumbria and Cheshire & Merseyside Cardiac and stroke networks
applicable guidance

4.2 Applicable standards set out in Guidance and/or issued by a competent body
(eg Royal Colleges)

4.3 Applicable local standards

5. Applicable quality requirements and CQUIN goals

51 Applicable Quality Requirements (See Schedule 4)

5.2 Applicable CQUIN goals (See Schedule 3)

6. Location of Provider Premises

The Provider’s Premises are located at:
Bickerstaffe House, 2™ Floor, Ormskirk and District General Hospital, Wigan Road,
Ormskirk, L39 2AZ

BOUNDARIES & OPERATIONAL NEEDS

6.1: Geographic coverage/boundaries

Patients registered with a West Lancashire General Practice (GP) and that reside in West
Lancashire

6.2: Location(s) of Service Delivery
Intervention may be carried out in patient’s homes, care homes, outpatient clinics, day
centres.

Office base: Bickerstaffe House, 2nd Floor, Ormskirk and District General Hospital, Wigan
Road,
Ormskirk, L39 2AZ

6.3: Days/Hours of operation
Normal office hours — Monday to Friday between the hours of 9:00 am to 5:00 pm, excluding
Bank Holidays

6.4: Referral criteria & sources

. Over 18years
. Registered with a West Lancs GP
. Heart Failure or CVD patients that require Specialist Nursing support

6.5: Referral route

Via referral form emailed to Care Co-ordination Hub at vcl.westlancs-spa@nhs.net. If
patients are known to the service, they can self-refer by contacting the Care Co-ordination
Hub on 0300 247 0011.

All referrals will be triaged and assessed for appropriateness - inappropriate referrals will be
signposted to the most appropriate service through the Care Coordination Hub.

REFERRAL, ACCESS AND ACCEPTANCE CRITERIA
6.6 Response time & detail and prioritisation
Patients are prioritised according to clinical need






6.7: DISCHARGE CRITERIA AND PLANNING

Patients receive appropriate advice and may be signposted to other services as required.
Patients will be discharged once they have been supported to reach their individual goals,
established on assessment.

6.8: PREVENTION; SELF CARE AND PATIENT/CARER INFORMATION
Information leaflets are available on the website. Assistance is given to access this
information and provide other formats.

The patient has access to a range of services to support access and ensure people have the
same health outcomes, eg interpreter and advocacy services etc.

7. Individual Service User Placement
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MODULE B - PERFORMANCE REQUIREMENTS -
SPECIFICATION, QUALITY AND PRODUCTIVITY

SECTION 1 - SPECIFICATION

Version Date of | Issue Status Changed by | Reason for Change

Change
Version1 | 12/03/13 | Final Anna Lomas | Agreed for 13/14 sign off. KPIs to be reviewed
in 13/14
Version 2 | 24/10/13 | Issued Louise Lord Updated for 2014/15

Care Pathway/Service Community Heart Failure Service

Commissioner Lead Helen Lammond-Smith/Philippa Hulme

Provider Lead Lorraine Koratzitis

Period 1 April 2017 to 31 March 2018

Applicability of Module E (Acute
Services Requirements

Overall principles

No

e These services are commissioner led. Any significant changes proposed by the provider to the
service will be discussed and agreed with the commissioner prior to implementation. Minor changes
or temporary changes to accommodation or operational issues should be notified to the
commissioner as part of the service issues log discussed at the contract meetings.

e The provider is expected to engage with the commissioning body/bodies in all instances of service
development or anticipated re-design consultations for the benefit of service delivery across the
whole health community.

e The provider is expected to comply with all commissioning policies as published on the website.

e The provider is expected to provide representation on all relevant working or commissioning groups
as appropriate. Unchanged

e The provider is expected to participate in surge planning as part of the wider Health Economy
response to pressures throughout the year, whether those pressures be anticipated or unplanned and
be prepared to deploy the workforce flexibly where this is indicated. The provider will be expected to
notify the commissioning body and key Health Economy stakeholders of agreed levels of escalation.
Unforeseen surges in activity as a result of escalation in the health community will be discussed at
contract meetings and alternations to activity profiles reviewed.

1.1 Aims
The main purpose of the Heart Failure Service is to support the management of patients who have Left
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Ventricular Systolic Dysfunction (LVSD) and Diastolic Heart Failure.

It aims to deliver a high quality service to patients diagnosed with heart failure through a process of managed
care, using evidence based practice, clinical judgement and patient preference/ choice.

1.2 Evidence Base

The NHS Improvement Plan (June 2003) and the DOH Health and Social Care Model (January 2005) set out
the Government priority for improving care for people with long-term conditions by creating and implementing
a systematic, patient-centred approach utilising the resources within the primary and community care
settings.

National guidance exists regarding the management of patients with heart failure.

National Service Framework (NSF) for Coronary Heart Disease (2000)

The National Institute of Clinical Effectiveness (NICE) Guidelines (2010) for Heart Failure
National Service Framework for Older People and Long-term Conditions

Bridging the Quality Gap: Heart Failure (Heath Foundation 2010)

Map of Medicine pathways

NICE Quality Standards 2011

1.3 General Overview

The service is delivered by Heart Failure Community Matrons, a Case Manager and Assistant Practitioners
who have the support of an admin team. It receives referrals from primary and secondary care. Patients are
seen in a clinic setting or at home, to undertake a specialist nursing assessment and provide clinical
management, education, advice and support, including medications management, at levels dependent on
patient needs.

1.4 Objectives

To provide advanced clinical assessment, education, advice and support to patients regarding their
condition.

To empower patients and their families/carers to make informed choices through knowledge and
education.

To review prescribed medication and ensure that patients receive the appropriate pharmacotherapy
in effective and evidence based doses

To monitor the clinical status of patients and their blood chemistry following medication changes

To act as a resource for other health and social care professionals involved with the patients care

To facilitate the formation of a multidisciplinary network for the management of heart failure between
primary and secondary care

To establish and maintain effective communication with the Practice based Lead Nurses/Pharmacists
to ensure smooth transition of care and optimisation of therapy

To provide monthly updates to practices in relation to the management status of all patients currently
on their caseload, to support a team approach to care.

To support educational events aimed at supporting health professionals locally to achieve high
standards of heart failure management

To develop protocols for the management of heart failure patients optimising the uptake of
investigations and treatment in keeping with evidence based practice

To assist in reducing hospital admissions/ re-admissions to secondary care relating to heart failure.
To ensure that access to the service for complex patients is maintained, that patients are discharged
back to Primary Care as soon as is safe for onward management

To ensure a patients transition onto the End of Life care pathway at the most appropriate time

1.5 Expected Outcomes

V2

e Improved health outcomes for people with heart failure

e Improved access to services for patients with heart failure

e Reduction in unplanned A/E attendances and GP and Outpatient appointments for heart failure
patients on their active caseload.
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e Reduce non-elective admissions against the baseline of 2010/11 by 10%. This will take into
account increases caused by demography over time.
e Health care professionals are aware of the service and referral pathways

2.1 Service Description

The Heart Failure Service ensures that people with a definitive diagnosis of heart failure receive timely and
high quality support and information, based on assessment of their need, in line with this guidance.

The service also provides specialist advice to health care professionals regarding the management of
patients with heart failure.

2.2 Accessibility/acceptability

The service is accessible for referrals which meet the criteria as per the referral pathway during the defined
operating hours. The team will provide support and advice to health care professionals as required.

The target group is an adult Fylde Coast patient who is registered with a Blackpool, Fylde or Wyre GP, and all
patients who meet the criteria will be assessed, managed and treated without prejudice.

2.3 Whole System Relationships

e GPs and the wider primary health care team (including the practice based Lead Nurses/Pharmacists)
End of Life Services (i.e. Gold Standard Framework Registers, Preferred Priorities of Care and DNAR
orders as required.)

Secondary care colleagues (cardiologists, nursing staff)

Community Nursing colleagues including the Generic Community Matron Team

Social Services

Voluntary/ independent organisations

Other commissioned services such as Expert Patient Programmes

2.4 Interdependencies

Other Health and Social care professionals:
e GPs- for provision of continuity of care
District nurses- who maybe required to review the patient at home
Heart Failure Diagnostic Clinic
Cardiologists- for specialist advice and fast track referrals
Community Matrons- for case management of patients with co-morbidities
Social services- to respond to referrals as required
Other commissioned services- to respond to referrals
Pharmacists- for support with medicine management

Access to relevant investigations e.g. BNP testing
2.5 Relevant networks and screening programmes

Quarterly meetings between HF Team and Practice based Lead Nurses/Pharmacists.

A regional network of Heart Failure Specialist Nurses, and also of GPwSI'’s.

The Lancs and Cumbria Cardiac and Stroke Network have a role in supporting cardiac related developments
and the sharing of good clinical practice across the Network footprint
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2.6 Sub-contractors
Not Applicable

3. Service Delivery

3.1 Service model

The service is part of a patient pathway which is commissioned across the Fylde Coast.

The service model reflects NICE guidance and NSF standards in this speciality.

The Heart Failure Community Matron Team deliver an intermediate service in the community.

Referred patients will have problems that require a level of expertise but who do not need to see a
Cardiologist, in a hospital setting.

Referred patients will have a diagnosis of heart failure which has been confirmed by the Heart Failure
Diagnostic Clinic/Echocardiography.

Some patients will have been recently diagnosed and will require support and advice regarding the
management of their long term condition. Others who have been recently discharged from hospital may need
support above the level of care offered in a GP practice to ensure optimal care. Patients will be followed up as
required and referred on appropriately in line with the patient pathway.

3.2 Care Pathway(s)

The locally agreed care pathway is attached together with Lancs and Cumbria Cardiac and Stroke Network
guidance on the management of Heart Failure based on NICE 2010

4. Referral, Access and Acceptance Criteria

4.1 Geographic coverage/boundaries

The team cover the Fylde Coast i.e. Blackpool, Fylde and Wyre
4.2 Location of Service Delivery

The Heart Failure Specialist Nurses are based at Blackpool Teaching Hospitals Trust. There is dedicated
admin support for the service.

4.3 Days/ Hours of Operation

The service currently operates from 9am to 5pm Monday to Friday with an aspiration to provide a 7 day
service by the end of 2012/13.

4.4 Referral Criteria and Sources

The service is available to patients who have seen and been assessed by a doctor or other health care
professional as suitable for the service in line with the referral criteria.

The patient must be over 18 years of age with evidence of LSVD or Diastolic Heart Failure.

The referral should contain all the relevant information, and be single assessment process (SAP) compliant. It
should include:
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Patients details including NHS number
Reason for referral and presenting condition
Past medical history

Details of any investigations

Details of any previous treatment

Relevant social history

Known risks

4.5 Referral route

The Heart Failure Service accepts referrals by post, fax or E-mail Urgent referrals are accepted by telephone
in advance of receiving a referral form.

All referrals received are triaged internally by a practitioner to ensure the referral is appropriate for the
service, and that all the necessary information has been provided, and prioritised according to clinical need.

Incomplete or ineligible referrals are returned to the referrer requesting clarification.

Referrals appropriate for the service are processed and patients are contacted by telephone within 24hrs with
an appointment date within 14 days. A decision is made with the patient to either see them at home, or in
clinic.

Exclusion criteria

Under 18 or not registered with a Blackpool, Fylde or Wyre GP.

5. Discharge Criteria and Planning

All patients who access the service are provided with contact details for the team, and who to contact if they
have an urgent problem.

Patients are discharged from the service upon:
1. Completion of an agreed treatment/ intervention
2. Where there is no longer a clinical need for Community Matron intervention
3. When patients are able to self manage their condition.

6. Prevention, Self-Care and Patient and Carer Information

Patients are provided with information appropriate to their condition. The practitioners use education materials
endorsed by the British Heart Foundation.

7. Continual Service Improvement/Innovation Plan

Redesigning health services which better meet the needs of patients has never been more critical to the long
term success of the NHS. A core component of World Class Commissioning is to drive continuous innovation
and improvement. It is therefore the responsibility of the Commissioners to ensure innovation, knowledge
and best practice is applied to improve the quality and outcomes of its commissioned services. It will be the
responsibility of the Provider to fully cooperate in reviewing and redesigning services at the request of the
Commissioner.
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8. Baseline Performance Targets — Quality, Performance & Productivity

Performance Indicator Indicator Threshold Method of Frequency of
Measurement Monitoring
Increase in the
number of HF
Quality patients who are 70% Audit Annually
receiving optimal
doses of therapy
Increase in the
number of patients
who have an
Quality optimised self- 80% Audit Annually
management plan to
support the
management of their
condition by all
Patient status update
by practice
documenting length Practice level
Quality of time on caseload, 100% report to HF Monthly
planned Lead
management,
discharge preparation
Patients on caseload
are referred onto End
of Life services as
. appropriate to their
Quality condition and patients N/A Report Annually
are supported with
regard to preferred
place of death
Performance & Productivity
A reduction in non-
elective admissions A reduction in non- | Monitored by
and readmissions elective the CCG using
Productivity with HF as the admissions by Acute Trust Annually
Primary Diagnosis for | 10% on a baseline | SUS data
patients on the CM of 2010/11
caseload
9.1 Activity
Activity Performance Method of Target Threshold Frequency of
Indicators measurement Monitoring
0 P —
Number of referrals by Database 50 2(_)/0 tplerance in either Quarterly
named source to team direction
Telephone response time Database 48 hours 95% _achlevement Quarterly
from referral required
o -
Eace to face response Database 14 days 95% .achlevem ent Quarterly
time from referral required
- o ——
Number of patients on Database 200 2(_)/0 t(_)lerance in either Quarterly
active caseload for team direction
Numbers referred on to 20% tolerance in either
Database 50 . . Quarterly
named source by team direction
Avgrage length of time on Database Baseline To be reviewed Quarterly
active caseload year
The % of patients Database 75% ? Annually

10
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discharged from the
service with a stabilised or
reduced CPM score
9.2 Activity Plan / Activity Management Plan

To be reviewed 6 monthly

9.3 Capacity Review
To be reviewed 6 monthly

10. Currency and Prices

10.1 Currency and Price

Basis of Contract Currency Price Thresholds Expected Annual
Contract Value
£ £
Block/cost
&volume/cost per
case/Other *

See 2.2 Summary of
Finance Payment

Total

*delete as appropriate

11
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SCHEDULE 2 - THE SERVICES

A. Service Specifications

Mandatory headings 1 — 4: mandatory but detail for local determination and agreement
Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement

Service Specification Amended 05.07.17- Alison Graham
With Community Heart Failure Specialist Nursing Team

No.
COMM CLRW522 Version 2

Service Community Heart Failure Specialist Nursing Service
(CHFSNS)

Commissioner Lead Steve Flynn — Chorley and South Ribble Clinical
Commissioning Group (CCG)

Provider Lead Amanda Housley — Lancashire Care Foundation Trust
(LCFT)

Period 1st July 2017 — 31st March 2019

Date of Review ‘ 1.7.2018

1. Population Needs

1.1 National/local context and evidence base

Heart failure is a complex clinical syndrome of symptoms and signs that suggest the
efficiency of the heart as a pump is impaired. It is caused by structural or functional
abnormalities of the heart. Some patients have heart failure due to left ventricular systolic
dysfunction (LVSD) which is associated with a reduced left ventricular ejection fraction.
Others have heart failure with a preserved ejection fraction (HFPEF). Most of the evidence
on treatment is for heart failure due to LVSD. The most common cause of heart failure in the
UK is coronary artery disease, and many patients have had a myocardial infarction in the
pastfl.

Around 900,000 people in the UK have heart failure. AlImost as many have damaged hearts
but, as yet, no symptoms of heart failurelil. Both the incidence and prevalence of heart
failure increase steeply with age, with the average age at first diagnosis being 76 yearslil,
The prevalence of heart failure is expected to rise in future as a result of an ageing
population, improved survival of people with ischaemic heart disease and more effective
treatments for heart failuref™.

In 2012/13 there were 3496 patients recorded on General Practice heart failure registers and
there were 2600 patients on the heart failure specialist nursing caseloads. The Chorley &
South Ribble and Greater Preston prevalence (0.91%) was higher than the national
prevalence (0.71%) and there were large variances in the prevalence at a General Practice
level. Prevalence at a General Practice level from 0.26% [patients on register=5] to 2.82%
[patients on register=204]. Over recent years the admissions rate for heart failure as a
primary diagnosis has been fairly static. The data demonstrates that there are a very low
number of frequent flyers, with only 19 patients being admitted twice over a 12 month period.

0-1 day length of stay admissions account for 16% [n=74] of the total admissions. Evidence
suggests that shorter lengths of stay can often mean that the admission could have been






avoided through prompt diagnosis and integrated management in the community setting.

The majority of patients with Heart Failure (LVSD) can be managed effectively and safely
outside of secondary care and with the exception of the most unstable patients, clinical
reviews do not necessarily need to happen within an inpatient setting.

Heart failure requires careful management and the National Heart Failure Audit
demonstrates that patient outcomes are better when people receive care from an MDT
which includes specialist involvement'. Many GPs have a relatively small number of patients
with heart failure on their caseload (QOF heart failure registers vary from a total list of 5-204
patients) and therefore do not have the opportunity to build up clinical competencies in this
specialist area.

There are best practice examples of shared care protocols that take these concerns into
account and can guide local commissioningV. Titration of pharmacological therapy and
monitoring haemodynamic signs of patients with HF needs to be undertaken at appropriate
and safe intervals (e.g. every 2 weeks as per NICE CG 108) and GPs may not always have
the capacity to provide this level of support. This service specification is written in the
context of a shared care approach.

The chronic heart failure pathway reflects the national evidence base (including NICE
Clinical Guideline 108 and NICE Clinical Guideline 187) and outlines local agreements for
the clinical diagnosis and management of heart failure.

2.1 NHS Outcomes Framework Domains & Indicators
Domain 1 Preventing people from dying prematurely X
Domain 2 Enhancing quality of life for people with long-term
conditions

Domain 3 Helping people to recover from episodes of ill-health
following injury

Domain 4 Ensuring people have a positive experience of care X
Domain 5 Treating and caring for people in safe environment and | X
protecting them from avoidable harm

2.2 Locally defined outcomes

¢ Enhanced level of clinical outcome for individuals through: seamless and managed
pathways of care, integrated delivery of care across primary, community, secondary
and tertiary services, avoidance of duplicate assessments, improved access to
diagnostics and the timely and accurate sharing of information.

e Enhanced patient and carer experience, satisfaction and quality of life: patients are
healthier and spend less time in hospital. Preventative and proactive approaches
focus on providing individuals with the knowledge and skills to facilitate self-care and
self-management, personal well-being and independence.

e Standardisation of treatment will be supported by a locally agreed pathway for heart
failure, thereby reducing variation in outcomes including detection and diagnosis of
heart failure, emergency admissions and preferred place of care for people at end of
life.

e Patients will be able to proactively manage their heart failure and understand when
to access services, and therefore be able to better self-manage and are less likely to
need acute care settings.

o People with heart failure who are at the end of life will be supported to die in their
preferred place.

e Reductions in: ED attendances, unscheduled hospital admissions and 30 day
readmissions, GP and outpatient visits.

e Professionals working in generalist roles, including GPs, PNs and professionals




http://www.nice.org.uk/cg108

http://www.nice.org.uk/cg108

http://www.nice.org.uk/cg108

http://www.nice.org.uk/cg187



within Integrated Neighbourhood Teams and Palliative Care Teams are supported
through the specialist heart failure nursing team to feel confident and competent in
the early recognition, diagnosis and management of patients with heart failure.

e The Community Heart Failure Specialist Nursing Service (CHFSNS) will integrate
and complement community service redesign and developments as part of the wider
Our Health, Our Care (OHOC) whole system transformation within the Local
Delivery Plan (LDP).

3.1 Aims and objectives of the CHFSNS service

The main aim of this service is to provide the population of Chorley & South Ribble and
Greater Preston with a revised service model that will;

e Provide clinical care, psychological and emotional support and education to those
who develop Heart Failure (LVSD) from diagnosis to end of life, so that patients are
better able to manage their condition and improve their health outcomes.

e An aspiration to effectively reduce the number deaths from heart failure and
admission to hospital for a CVD related condition, particularly premature deaths in
those under the age of 75 years and among people living in deprived areas or from
ethnic minority backgrounds.

e Proactively manage and reduce variation in outcomes for patients with heart failure,
through the use of intelligence at a trust, CCG, peer group and general practice
level.

e Contribute to the development of a seamless, equitable service for all those who
develop heart failure.

Objectives

Services for the treatment of heart failure will be readily accessible and delivered equitably
to patients in Chorley & South Ribble and Greater Preston through the community heart
failure specialist nursing team:

e Support the provision of an integrated service model for heart failure which provides
education and support to generalist colleagues, including primary care, integrated
neighbourhood teams and palliative care teams.

¢ Deliver services that provide individualised care, determined by evidence based
interventions and which support the patient to achieve personal goals and improve
their health outcomes.

e Actively promote and implement the Chorley & South Ribble and Greater Preston
Chronic Heart Failure pathway.

e Provide suitable care closer to home and to support the appropriate management of
patients within primary care and community settings.

3.2 Service description/care pathway

There will be one community-based heart failure specialist nursing team responsible for
providing services to patients in Chorley & South Ribble and Greater Preston CCGs.

The CHFSNS will provide an expert resource, which all health and social care professionals
will be able to access for advice and guidance. They will provide advice and guidance which
reflects the national evidence base and supports the implementation of the Chorley & South
Ribble and Greater Preston Chronic Heart Failure pathway (appended).

The chronic heart failure pathway reflects the national evidence base (including European
Society of Cardiology Guidelines 2016; NICE Clinical Guideline 108 and NICE Clinical
Guideline 187) and outlines local agreements for the clinical diagnosis and management of
chronic heart failure.
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Patients will be referred into the CHFSNS who meet the criteria below. Patients deemed
stable by the CHFSNS will be discharged to GP with a view to them being re-referred if they
become unstable.

The CHFSNS will be responsible for working closely with the patient to ensure they receive
a comprehensive education programme which empowers the person to manage their
condition. This programme of education will be supported by high quality education
materials, such as that provided by the British Heart Foundation. Education materials will be
in the most appropriate medium such as written materials, DVDs and CDs. Patient
information should meet information guidance set by NHS England.

The CHFSNS will endeavour to work closely with the Cardiologists based at Lancashire
Teaching Hospitals Foundation Trust, and where patients are under the care of the
Cardiologist, and where clinically appropriate an MDT / joint review would be performed with
the Cardiologist and CHFSNS.

The CHFSNS (and the Cardiologist where appropriate) will be responsible for setting the
patient’s clinical management plan and will communicate this is in writing to the patient and
the patient's GP. The CHFSNS will work closely with the patient’'s GP, Practice Nurse and
associated partners to implement the clinical management plan and ensure that the patient’s
condition is optimised.

Clinical contacts should be through the most appropriate setting/medium and will include:
e Patient’s homes including residential and nursing homes if housebound.

¢ Clinic settings including community clinics and acute-based clinics at RPH and CDH
(joint-clinic with the cardiologist).

e Work towards providing an MDT clinic for complex patients
e Telephone contacts.

Support to primary care

e Provide education and support to GP practice through regular education sessions
e.g. via PET or in-house training and or tele-conferencing where appropriate.

e An offer to provide appropriate support where patients are identified via the risk
stratification tool and where referral to the HFSN is deemed appropriate, either via
telephone or tele-conference.

e An offer to attend a peer group meeting on an annual basis to discuss:
o National and local developments in heart failure management

o Benchmarking of local services including variation in prevalence and
emergency admissions rates at a peer group level

o Opportunities to further develop services for people with heart failure.

e Support GP practices interpreting heart failure audit information to identify training
needs as required

Support to palliative care team

Heart failure has a poor prognosis: 30—40% of patients diagnosed with heart failure die
within a year — but thereafter the mortality is less than 10% per yeari, vii. There is evidence
of a trend of improved prognosis in the past 10 years. The 6-month mortality rate decreased
from 26% in 1995 to 14% in 2005*. Patients on GP heart failure registers, representing
prevalent cases of heart failure, have a 5-year survival rate of 58% compared with 93% in
the age- and sex-matched general population*.




http://www.england.nhs.uk/ourwork/patients/accessibleinfo-2/



e Itis the responsibility of all healthcare professionals to recognise when a person is
approaching the end of their life (last 12 months of life). The heart failure specialist
nursing team will have responsibility for the prompt recognition of patients who are
approaching the end of their life. Where patients are identified as approaching the
end of life, they should be referred into the GP MDT and the specialist heart failure
nurse should offer to contribute to the discussions of the MDT. At this MDT an
agreement should be made about which professional best suited to start
conversations with the patient (and carer’s where appropriate) about approaching
end of life, if this has not already happened.

e Where heart failure is recognised as being the primary reason for the person’s end
of life prognosis, the CHFSNS will take a lead role in the conversations with the
patient about end of life planning including advanced care planning, advance
decisions to refuse treatment and preferred place of death. Advance decisions to
refuse treatment should follow local policy, which currently indicates that the GP
should take overall responsibility for signing off these decisions and issuing the
relevant forms.

e Patients who are recognised as approaching the end of life (likely to die within 12
months) are managed within the Community Admission Prevention function offered
by the Integrated Neighbourhood Teams. This group of patients will receive multi-
disciplinary case management and close regular review by GP and INT’s. The heart
failure specialist nurse will contribute to the multi-disciplinary case management of
patients approaching the end of life and work closely with the GP and INT.

e The frequency of clinical contacts by the CHFSNS should always reflect clinical
need. Where a patient has expressed a desire to die in their home, all efforts should
be made to provide the care, support and symptom management to enable this to
be realised.

Days/Hours of Operation

The CHFSNS will operate 5 days per week, Monday to Friday
Opening hours will be between 08:30hrs and 16:30hrs

Referral criteria and sources

Inclusion Criteria

e Patients with newly diagnosed Acute/Chronic Heart Failure (LVSD) < 40% confirmed
by Echocardiography, MRI or angiogram which demonstrates Left Ventricular
Systolic Dysfunction (within the last 12 months), who require education and titration
of medication as per NICE Guidelines (108). (Most recent Echocardiogram result
must be attached to referral form/letter)

e Patients with newly diagnosed Heart Failure with preserved ejection fraction
(HFpEF) which has been confirmed by a Cardiologist (a) (within the last 12 months).

e Patients with a confirmed diagnosis of LVSD < 40% or Heart Failure with preserved
ejection fraction (HFpEF) which has been confirmed by a Cardiologist (a), who
require heart failure specialist nurse review due to recent decompensation or
hospitalisation for heart failure symptoms within the last 4 weeks.

e Patients with established Heart Failure who have previously been known to the
CHFSNS service can be referred back via their GP, if their condition becomes
unstable due to decompensating heart failure.






Exclusion Criteria

e No confirmed diagnosis of LVSD or HFpEF

e Unwilling to receive support from the Community Heart Failure Specialist Nursing
Service

e Other immediately life threatening illness

e Underlying aetiology of heart failure is non-cardiac e.g cor pulmonale

Referral Route
Typically referrals will be received from:

e GPs or Practice Nurses

¢ Community services, including integrated neighbourhood teams

e Acute services, including diagnostic echocardiogram service, inpatient services and
cardiology department

e Palliative care teams including hospices

e Primary care out of hours services

Referrals will be accepted via a management system within the CHFSNT. Outcome of a
referral will be relayed to the referrer when appropriate.

Referrals are accepted via the Standard GP Referral Template with evidence of diagnosis,
or letter from referring clinician containing evidence of diagnosis

Referrals are received via: Email (a service nhs.net account): e-Fax: Letter.

The CHFSNS will return referrals with an explanation which do not meet criteria for the
service and will contact referrers to discuss further. These will be returned within one
working week of receipt.

Response times

All referrals will be clinically triaged within 1 working day of receipt of referral to classify each
as urgent or routine. Urgent patient referrals will be seen within 2 weeks Routine patient
referrals will be offered an appointment within 8 weeks.

¢ Clinical triage will indicate if the patient is appropriate for the heart failure specialist

nursing caseload and clinical need. The provider will ensure that wherever possible,

prioritization of patients is in line with the following:

An acute admission is avoided

An early discharge is facilitated

Community bed access is achieved if required

Patients with palliative and end of life care needs are supported and able to die in

their preferred place of death.

e The Heart Failure Specialist team will contact the patient directly to book an
appointment either at home or in a clinic setting. Home visits will only be offered to
those patients who are house bound.

Record Keeping and Communication

The Provider will use their Patient Administration System (PAS) for the safe and auditable
recording of clinical records. Appropriately assigned clinicians will be responsible for
assuring data item entry, in accordance with the agreed Minimum Data Set (MDS) outlined
within the contract.






Discharge Criteria and Planning

Following initial assessment and completion of optimisation of HF medication, once
stable, and on an appropriate care / treatment plan, the patients will be discharged
back to their GP for routine monitoring and care.

A small number of patients may remain on the CHFSNS caseload if it is considered
appropriate to support self-management and prevent further hospital admissions.

Self-Care and Patient and Carer Information

The provider will ensure that:

Self-care and self-management of the patient’s condition is a key focus of heart
failure specialist nursing interventions

Relevant information will be provided as required in a format accessible for the
individual patient, to facilitate knowledge and understanding of their condition,
enabling them to make informed choices for care and treatment. Patient information
should meet information guidance set by NHS England.

Appropriate support is given to both patients and carers to facilitate and promote
self-care/management

User and carer involvement in the planning, delivery of care and services will be
promoted:

All patients will have an individual care plan

All appropriate patients are offered referral to appropriate self-management training
such as Cardiac Rehabilitation

Carers, relatives and friends will have the opportunity to be involved with the patient
care pathway, with consent from the patient.

The provider will ensure that the service actively encourages communication and
engagement between themselves and key stakeholders. This communication should include
the following as a minimum:

3.3

Patient surveys/questionnaires

Routine contracting/performance meetings

Key stakeholders will include but are not limited to: patients and carers
INT staff, including the extended team

Palliative care staff

GPs and Primary Care teams

Acute services staff

Commissioning teams

Local authority staff

Commissioned and non-commissioned organisations

Population covered

All patients aged 18 and over, registered with a Chorley & South Ribble or Greater Preston
GP, with a positive diagnosis as per referral criteria.

3.4

Any acceptance and exclusion criteria and thresholds

See inclusion and exclusion criteria above.
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3.5 Interdependence with other services/providers

The CHFSNS will help ensure effective joint working between all those involved in delivering
care including primary, community, secondary and tertiary care so that patients experience a
seamless journey through the health and social care systems. There will be
interdependencies with the following providers:

e Primary care including General Practitioners and Practice Nurses

e Secondary care including cardiology inpatient services and outpatient services

e Tertiary level services, including the provision of Cardiac Resynchronisation
Therapy devices for the treatment of chronic heart failure

e Cardiac rehabilitation services, including clinical psychology services where
appropriate

e Diagnostics services including BNP testing and Echocardiography Services

e Integrated neighbourhood teams

e Primary and secondary prevention services

e Palliative / end of life care services

e Voluntary sector / charities / social enterprise, and specifically the British Heart

Foundation

Patient transport services

Pharmacies

Accident and emergency services

Home oxygen services

NWAS

3.6 Information Management and Technology

Applicable Service Standards

4.1 Applicable national standards (eg NICE)

* NICE (2014) Chronic heart failure pathway

* NICE (2014) Acute heart failure pathway

* NICE (2014) Acute heart failure clinical guideline 187

* NICE (2010) Chronic heart failure clinical guideline 108

* NICE (2011) Chronic heart failure quality standard 8

* NICE (2010) Prevention of cardiovascular disease public health quideline 25
* Department of Health (2013) Cardiovascular Disease Outcomes Strateqy

4.2 Applicable standards set out in Guidance and/or issued by a competent body
(eg Royal Colleges)

» European Society of Cardiology (2012) Guidelines for the diagnosis and treatment
of acute and chronic heart failure

4.3 Applicable local standards

Locally agreed Chronic Heart Failure Pathway for Chorley & South Ribble and Greater
Preston (see appended version).

5. Applicable quality requirements and CQUIN goals

5.1 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

5.2 Applicable CQUIN goals (See Schedule 4 Part [E])




http://www.chorleysouthribbleccg.nhs.uk/ccg-staff-area

http://pathways.nice.org.uk/pathways/acute-heart-failure

http://www.nice.org.uk/guidance/CG187

http://www.nice.org.uk/guidance/CG108

http://www.nice.org.uk/guidance/QS9

http://www.nice.org.uk/guidance/PH25

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/217118/9387-2900853-CVD-Outcomes_web1.pdf

http://www.escardio.org/guidelines-surveys/esc-guidelines/guidelinesdocuments/guidelines-acute%20and%20chronic-hf-ft.pdf

http://www.escardio.org/guidelines-surveys/esc-guidelines/guidelinesdocuments/guidelines-acute%20and%20chronic-hf-ft.pdf



0. Location of Provider Premises

The Provider’s Premises are located at:

Sceptre Point
Sceptre Way
Bamber Bridge
Walton Summit
Preston PR5 6AW

7. Individual Service User Placement

" petersen S, Rayner M, Wolstenholme J (2002) Coronary heart disease statistics: heart failure supplement.
London: British Heart Foundation

i petersen s, Rayner M, Wolstenholme J (2002) Coronary heart disease statistics: heart failure supplement.
London: British Heart Foundation

il cowie MR, Wood DA, Coats Al et al.(1999) Incidence and aetiology of heart failure; a population-based
study. European Heart Journal 20: 421-8

v Owan TE, Hodge DO, Herges RM et al. (2006) Trends in prevalence and outcome of heart failure with
preserved ejection fraction. New England Journal of Medicine 355: 251-9

v National Heart Failure Audit 2012/13

vi Johnson AM, Brooksby P (2009) 10 steps before you refer for heart failure. BrJ Cardiol; 16(1):30-35.
Vil cowie MR, Wood DA, Coats Al et al. (2000) Survival of patients with a new diagnosis of heart failure: a
population based study. Heart 83: 505-10

Vil Hobbs FD, Roalfe AK, Davis RC et al. (2007) Prognosis of all-cause heart failure and borderline left
ventricular systolic dysfunction: 5 year mortality follow-up of the Echocardiographic Heart of England
Screening Study (ECHOES). European Heart Journal 28: 1128-34

X Mehta PA, Dubrey SW, Mcintyre HF, Walker DM et al. (2009) Improving survival in the 6 months after
diagnosis of heart failure in the past decade: population-based data from the UK. Heart 95: 18516

X Hobbs FD, Roalfe AK, Davis RC et al. (2007) Prognosis of all-cause heart failure and borderline left ventricular

systolic dysfunction: 5 year mortality follow-up of the Echocardiographic Heart of England Screening Study
(ECHOES). European Heart Journal 28: 1128-34

Appendix 1
Heart Failure Pathway:

CHFSNS PAthway v1
06.07.17.pptx
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Cumbria
Cumbria Teaching Primary Care Trust

STANDARD NHS CONTRACT FOR COMMUNITY SERVICES

SCHEDULE 2 THE SERVICES

Schedule 2 Part 1:

Service Specifications

Service Ad023 — Specialist Heart Services ( incorporating heart failure and
community cardiac rehabilitation)
Commissioner Lead Johanna Reilly
Provider Lead Nigel Maguire
Period 01/04/09 - 31/03/12
Version Date Status Author o
Initial draft referencing:
e Cumbria wide heart failure service specification
0.1 25/11/10 | Draft M Sloan 2010/11 MK version
e North Cumbria HF specification KD
e Furness due diligence info
0.2 26/11/10 | Draft Ed Hutton Proof read and formatting
Format changes re template section 6, some reflection
0.3 26/11/10 | Draft M Sloan of HF paper business case to UC board Nov 11
Reflect plan for Cumbria-wide heart failure service.
04 29/11/10 | Draft M Kennedy / Begln_slto _mcIude purrgnt commumty cardlgc
M Sloan rehabilitation services in localities but requires more
locality inputs
0.5 01/12/10 | Draft Ed Hutton JH amendments
Mandy . :
0.6 01/12/10 | Draft Kennedy Cardiac Rehab sections
0.7 01/12/10 | Draft Ed Hutton Reformatting
0.8 10/12/10 | Final Draft | Kay Douglas Final proof reading
0.9 21/12/10 | Final Draft | Ed Hutton Revised commissioning intentions
0.10 24/01/11 | Final Draft | Ed Hutton 2011/12 CQIN standards included
. 2011/12 activity information included
0.11 03/03/11 | Final Draft | Ed Hutton Review date revised to 2013/14
1.2 Teamwork pathways referenced
2.4 Linkage with other community service specifications
0.12 08/03/11 | Final Draft | Ed Hutton 112010/11CQIN standards removed
13.1 Revised finance table
13.2 Additional table for reduced tariff prices
6.2 additional box for 2012/13 planning
0.13 14/03/11 | Final Draft | Ed Hutton Revised Cumbria Context paragraph

1. Purpose

Cumbria context: In Cumbria, there is a federated approach to commissioning, with six distinct localities
continuing to work as consortia. Each consortium is led by a lead GP, who represents the needs of that community
through the county wide Clinical Senate.

The provider will be working in partnership with the GP consortia to ensure that local health services are shaped by






the needs of their communities, with streamlined care pathways, better integration of services, local health
programmes to address health inequalities and strong clinical leadership.

Resources and health teams will be shaped around each natural community, leading to improved local health
outcomes and quality and better access to health and mental health services, closer to home. The outcomes and
quality standards will be Cumbria-wide to support equitable provision. Implementation will vary to reflect patient
choice locally, the geography and service landscape within the natural community setting.

1.1 Aims
The aims of Specialist Heart Services are:

Heart Failure services;

To provide a consistent and systematic approach to the treatment of chronic heart failure throughout
Cumbria in conjunction with the primary, secondary care guidelines for the management of chronic heart
failure in Cumbria

To provide individualised package of care for patients and carers, ensuring they fully understand their
condition and treatments options offered

To improve the care and management of patients with heart failure both in the community setting

To provide a range of services to patients following a confirmed diagnosis to meet the patients need
ensuring a personalised tailored approach to care taking account of the persons dignity, respect, cultural
and religious needs

To reduce rates of hospital admission and length of stay and improve the quality of life at home

To develop the skills of primary care and community based health care providers in diagnosing and
managing patients with heart failure

Community cardiac rehabilitation services;

Influence favourably the underlying cause of the disease and reflect holistic cardiological care to reduce
total cardiovascular risk

Prevent onset of further cardiac events

Prevent unplanned re-admission to hospital

Reduce length of stay

Enhance quality of life

Promote self management skills

1.2 Evidence base

National Service Framework for Coronary Heart Disease

Chapter 7: Cardiac rehabilitation

Cardiac rehabilitation is the process by which patients with cardiac disease, in partnership with a
multidisciplinary team of health professionals, are encouraged and supported to achieve and maintain
optimal physical and psychosocial health

Chapter 8: Arrhythmias and Sudden Cardiac Death
Heart Failure Service ensures that people presenting with Arrhythmias, with a definitive diagnosis of Heart
Failure receive timely and high quality support and information, based on assessment of their needs.

Standard 11: Heart Failure & Palliative Care for People with Coronary Heart Disease

Heart Failure Service acts as a specialist resource for other Health professionals. The service enables the
free flow of information between primary, secondary and tertiary care services, to promote best practice.
The service is part of multi-disciplinary care planning and will assist the patient in designing a care
package from diagnosis to palliation.

Standard 12: Cardiac Rehabilitation

Within NHS Cumbria, the Heart Failure Service will work with the Cardiac Rehabilitation Service to
develop a specialist rehabilitation programme for heart failure. All patients referred to the service are
offered a programme of education and exercise that meets their needs.

National Service Framework for Older People
Standard 2: Person-centred Care





The Heart Failure Service is to maintain person-centred care. This is achieved by the development of
personalised plans of care, designed in collaboration with patients, carers and health care professionals.

Standard 3: Intermediate Care

The Heart Failure Service works with intermediate care services with the aim of reducing acute hospital
admissions and facilitating early discharge. It is also a goal of the service to enable patients to access
Heart Failure Services within an environment of their choice (e.g. home, clinics).

Standard 8: The Promotion of Health and Active Life in Older Age

The Heart Failure Service promotes the rehabilitation of older people with heart failure, through advice,
guidance and individualised fitness regimes, and where a home based programme is required, both a
physiotherapist and an occupational therapist will be involved.

e National Service Framework for Long-term Conditions
Quality requirement 6: Vocational rehabilitation
The Heart Failure Service offers expert support and advice in returning to work or hobbies. This includes
honest assessment of functionality and appraisal of occupational requirements. Advise sought from
relevant agencies as required.

Quality requirement 10: Supporting Family and Carers
The Heart Failure Service places great importance on the role of carers and relatives in the life of a person
with a long-term condition. This is therefore a core objective of the service.

Scottish Intercollegiate Guidelines Network Cardiac Rehabilitation A national clinical guideline
Support & Palliative Care guidelines

Gold Standards Framework (2006)

NICE Clinical guideline CG108 August 2010

Standards for Better Health

The End Of Life Care Programme (EOL)

Keep Improving The Experience (KITE)

Liverpool Care Pathway (LCP)

The Preferred Place of Care Plan (PPC)

Any prescribing requirements of the service must be undertaken in line with the Lothian Joint Formulary.

Acute Coronary Syndrome

Acute Coronary Syndromes (ACS) are a major cause of emergency hospital admission in industrialised countries
and impose considerable strain on healthcare resources and budgets.1 In the United Kingdom, about 114, 000
patients with acute coronary syndromes are admitted to hospital each year.

Whilst chest pain is a frequent symptom for a number of coronary events, in practice between 60% and 80% of
presentations in primary care will have a non-cardiac cause. Similarly about 50% of current acute hospital
admissions for chest pain do not have ACS8.

Heart Failure

Comparison of the ‘theoretical’ estimates of prevalence and prevalence based on the local General Practice
registers (required under QoF) indicate that there are 5,350 people registered with heart failure on Cumbria GP
registers. This represents a potential under-diagnosis of only about 670, equivalent to around 10%.

The NICE Commissioning Guide for heart failure notes that a number of different models of provision may be
considered for different health economies. Examples identified include:

e Outreach follow-up by specialist nurses of patients with heart failure following discharge from hospital;

e Multidisciplinary support in the community for those with established heart failure; and

e Heart failure clinics for investigation and/or follow-up based in either primary or secondary care.

The following main results are obtained from the Service Level Pathway for Cumbria as a whole:
¢ Annual hospital admissions would expected to be around 380;
o Heart failure patients would require, on average, between 4,800 General Practice consultations per annum





(excluding those that might be provided by GPwSIs);

e There would also be an expected additional 9,000 contacts at Heart Failure Clinics based in the
community; and

e There would be between 500 and 600 additional follow-up visits to nurse-led clinics following hospital
discharge (in practice these would be undertaken by the HFSN’s in community clinics).

1.3 General overview

Heart Failure

Currently the specialist heart failure service operates only in North Cumbria i.e. Copeland, Allerdale, Carlisle and
Eden. There is currently no service in South Lakes and only 0.6. W.T.E. cardiac rehab in Furness. This is a nurse
led service and receives referrals from primary, secondary and tertiary care, and other community services.
Patients will be seen in clinic, or at home where necessary, to undertake specialist assessment and provide clinical
management and support depending on patient needs, including medications management. The service manages
all classes of Left Ventricular Systolic Dysfunction (NYHA 1-4).

The service will provide both education and special advice to health and social care professionals within NHS
Cumbria and other relevant organisations.

Cardiac Rehabilitation

Cardiac rehabilitation is delivered in 4 phases to patients who have had a cardiac event such as an Ml or coronary
surgery

Phase 1 occurs during the inpatient. During this phase medical evaluation, reassurance and education, correction
of cardiac misconceptions, risk factor assessment, mobilisation and discharge planning are the key elements.
Phase 2 is the early post discharge period, a time when many patients feel isolated and insecure.

Support can be provided by either home visiting or telephone contact.

Phase 3 has historically taken the form of a structured exercise programme in a hospital setting

with educational and psychological support and advice on risk factors.

Phase 4 involves the long term maintenance of physical activity and lifestyle change

1.4 Principles
Cumbria Community Services will deliver services based on the following principles:
e Services are community and locality based and working towards a fully integrated health and social care
system
e Services should be primary care led providing integrated seamless service with GP leadership and
operational management
o We will work towards a common IT system which is clinically led
e There will be single management structure for health and mental health staff that is responsive and
reflexive to the commissioners
e Services will embody best practice for staff, including learning and development opportunities with
appropriate governance structures
¢ Public engagement and participation will be included in the decision-making processes
e There will be significant savings on management and other corporate overheads through service
realignment and estates efficiencies

1.5 Objectives
Heart Failure
e |dentify, educate, counsel and offer community follow up of patients recently admitted to hospital with a
primary diagnosis of heart failure
¢ Identify, educate, counsel and offer community follow up of patients with a new diagnosis of heart failure
who need more specialist input than can routinely be provided in primary care
e Act as an intermediary between the patient and other health care professionals in both primary and
secondary care settings
e Provide a multi disciplinary approach to palliative care working in conjunction with both primary, secondary
and specialist care services in order to improve the end of life experience for patients who are at end stage
failure and for their carers
o Work closely with GP practices and community teams to increase knowledge of heart failure treatment and
management
e Monitor, evaluate and audit the service at regular intervals to ensure both a high standard of care and the
effectiveness of the service as a whole in achieving its objectives





Lead on the establishment of pathways of care and guidelines within Cumbria for chronic heart failure

Community Cardiac Rehabilitation

Contact patients following discharge from hospital

Offer home visit or telephone contact with patients following discharge

Deliver education on self care to patients and their family to reduce anxiety

Ensure medication regimes are appropriate

Patients with a diagnosis of ACS with raised Troponin plus patients who have been treated with PTCA &
stents, revascularisation and valve/heart surgery will be assessed for their physical, psychological and
social needs

Work closely with hospital based Cardiac Rehabilitation Nurse, Consultants/Surgeons, GP’s, Allied Health
Professionals and Primary Health Care Team

Multi-disciplinary approach to improve short term recovery of patients and promote long term changes in
lifestyle which aim to correct adverse risk factors of CHD

Provide comprehensive and tailored help with lifestyle modification involving education and psychological
input as well as exercise training

To collect, collate and evaluate information and use results to improve quality of service

1.6 Expected outcomes
Heart Failure

Patients referred to the Heart Failure Nursing Service will demonstrate an improved quality of life and an
increased ability to self manage their condition

Patients with heart failure who are referred to the service will, when appropriate, follow a palliative care
pathway with preferred priorities of care documented.

Patients managed by the Heart Failure Nursing Service will be receiving optimum evidence based
medication

Patients managed by the Heart Failure Nursing Service will have a reduced incidence of re-admission to
acute care within 30 days of discharge

Patients using the Heart Failure Nursing Service will report satisfaction with the service and demonstrate
the above expected outcomes

Health and Social Care professionals will have a high awareness of the existence of the service and the
referral pathways into the service

Health care professionals will exhibit an improved knowledge of heart failure management pathways

Community Cardiac Rehabilitation

improved quality of life and an increased ability to self manage their condition

Reduced anxiety and depression

Reduced hospital admissions

Cardiac rehabilitation patients following a homed-based or hospital based programme will show significant
improvement to QOL and confidence with a reduction in anxiety and depression

Patients will be receiving optimum evidence-based medication

Patients will achieve reduction in modifiable risk factors

Patients will be able to self-manage their condition and resume activities of daily living with a reduction of
physical symptoms

2. Service Scope

2.1 Service description

Heart Failure

The Specialist heart failure service is currently a nursing only service, with the nurses seeing patients in both a
clinic (both in the community and secondary care) and a home setting. The vast majority of their referrals come
from secondary care. The team review and assess patients in terms of pharmacological and non-pharmacological
treatments and deliver patient education to support self care.

The service provides:

Specialist nursing examination, assessment and treatment





o Home visit to provide specialist nursing advice, support and monitoring of condition

o Referral to other services e.g. carer’s support, benefits advisors

e Working with the GP/Consultant to optimise pharmacological therapy for heart failure through medication
changes, monitor effects of drug therapy and potential side effects including monitoring of blood
biochemistry and amending regimens as required

e Providing non-pharmacological treatment including lifestyle advice, patient education and psychological
support
Telephone follow-up and specialist advice to patients, carers and other health professionals as required
Provision of specialist support to primary care, provider arm services and other groups who support
patients who have heart failure.

e Non Medical prescribing

Community Cardiac Rehabilitation
The service provides phase 2 cardiac rehabilitation to patients following admission to hospital for cardiac surgery or
post MIl. This includes:
e Giving the patient confidence to resume regular exercise
e Giving the patient information to reduce their risk factors of coronary heart disease and so reduce their risk
of further health problems in the future
o Offers information to help the patients to adjust psychologically to their diagnosis. The most common
problems that reduce quality of life in cardiac patients are psychological
e Home visit or telephone support

2.2 Accessibility/acceptability

Heart Failure

The service will in-reach into acute hospitals where appropriate. The team will deliver services in patients home if
required. Community based clinics will be held for patients who are ambulatory. Specialist training will be provided
to all GP practices and those community services that require additional input.

Community Cardiac Rehabilitation
The service receives referrals from secondary care and tertiary care as the patient is being discharged. All patients
following cardiac surgery or an Ml are accepted onto the service.

2.3 Cumbria Whole system relationships
The Cumbria Senate will ensure integrated services across the entire health economy, reducing boundaries and
increasing integration of pathways. As part of the Department of Health Transforming Community Services
Programme, the Senate has determined the following model to ensure seamless services in the community for
patients with health and mental health needs.

Co tening
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Heart Failure
The heart failure team will facilitate onward referral to the following services and will accept referrals from the
services listed below:
e Acute Trusts
Cardiovascular Specialist Service
Community Matrons
Case Managers
Consultant Cardiologist
Social Services
Dietician
Occupational Therapy
Psychology
Diabetes Team
Community Respiratory Services
GPs
Community Hospitals
STINT

Community cardiac rehabilitation
The cardiac rehabilitation team will facilitate onward referral to the following services and will accept referrals from
the services listed below:

e Acute Trusts (secondary or tertiary)
Cardiovascular Specialist Service
Community Matrons
Case Managers
Consultant Cardiologist
Social Services
Dietician
Occupational Therapy
Psychology
Diabetes Team
Community Respiratory Services
GPs
Community Hospitals
STINT

This specification is intrinsic to the delivery of the whole system service approach described in the following
documents:
e Service Level Pathway: Acute Coronary Syndrome, Teamwork Management Services LTD, Nov 2009
e Service Level Pathway: Heart Failure, Teamwork Management Services LTD, Nov 2009

2.4 Linkage with other community service specifications

This specification should not be considered in isolation. Consideration should be given to the full range of
community service specifications, some of which include generic activities (e.g. Ad024 Infection Prevention, Ad026
Safeguarding Adults, Ad004 Non-Medical Prescribing) that will be relevant to all/llarge number of health
professionals.

For this service, specific attention are awareness should be made to the following community service specifications:
e Ad001 Assessment Services

Ad002 Community Inpatient Beds

Ad003 Community Nursing

Ad004 Non-medical Prescribing

Ad016 STINT

Ad019 Discharge Liaison

Ad025 Palliative Care






2.5 Interdependencies
Heart Failure
e GPs — provide continuity of care
District nurses — joint visits, support and advice
Cardiologists — provides specialist advice
Community Matrons/case managers — patients with multiple co-morbidities
Community hospitals — maintain contact with ward staff during admission
STINT teams — patients seen out of hours and reduce avoidable hospital admissions
Psychologists— direct referral — provide support individual and group, for a full range of patients and carers
from diagnosis to death
Hospital and hospice based services.
Dieticians — direct referral arrangements in place to provide individual and group advice
Social Services — direct referrals for support as required
Occupational Therapist — direct referrals for support as required
Physiotherapists — direct referral for support as required for rehabilitation
Voluntary Services — support for patients as required, and education given by nurses
Palliative Care Services — direct referrals and support as detailed above
Elderly Care Physicians — clinical advice and follow-up
Pharmacists — community — links to ensure patients receive correct medication

Community cardiac rehabilitation

e GPs — provide continuity of care

e District nurses — joint visits, support and advice

e Cardiologists — provides specialist advice

e Psychologists— direct referral — provide support individual and group, for a full range of patients and carers
from diagnosis to death

¢ Hospital and hospice based services.

o Dieticians — direct referral arrangements in place to provide individual and group advice

e Social Services — direct referrals for support as required

e Occupational Therapist — direct referrals for support as required

e Physiotherapists — direct referral for support as required for rehabilitation

e Voluntary Services — support for patients as required, and education given by nurses

o Palliative Care Services — direct referrals and support as detailed above

o Elderly Care Physicians — clinical advice and follow-up

e Pharmacists — community — links to ensure patients receive correct medication

2.6 Relevant networks and screening programmes

Heart Failure

The service collaborates with the Cardiac and Stroke Networks in Lancashire & Cumbria and the regional heart
failure nurses forum.

Cardiac Rehabilitation
The service collaborates with the Cardiac and Stroke Networks in Lancashire & Cumbria.

2.7 Subcontractors
None





3. Service Delivery

3.1 Service model

The service model is based on the Cumbria
Long-term conditions service model which aims
to use the skills of specialist teams to:

. Increase the skills and knowledge base of
community and primary care

. Maintain a small case load of the most
complex patients

. Provide an integrated service for all
patients

Primarv care

Specialist

support for

Primary
Care

Heart failure

Patients will be referred into the service at both a primary and secondary care level. It is anticipated that a referral
document will be completed and faxed to a designated number of the heart failure nursing service. Upon receipt the
patient will be assessed in light of the assessment documentation and then designated into the appropriate
pathway, home visit, community clinic, secondary care clinic.

Following discharge from either an acute or community hospital, the service will be informed of the discharge, and
will arrange to visit the patient either in their own home where necessary or in clinic.

Patients will be discharged from the service once the patient is stable and a full management plan will be faxed to
the GP. The patient can self refer into the service as necessary.

Community cardiac rehabilitation
Cardiac rehabilitation is provided as a mixed model with different phases of the service being delivered by
secondary or tertiary care, community care and either third sector organisations or local authorities.

3.2 Local care pathway
It is the strategic aim of NHS Cumbria that services are commissioned from the Cumbria Senate. The following
principles apply:
e Radical shift in care from hospitals to community and primary care-Locality facing and utilising resourceful
communities and individuals
e Improvement of acute based care and redesigned pathways to deliver more out reach from
consultant/specialist skills-applies to in patient MH services
Coordination of service providers to improve experience, increase efficiency-deliver demand management
Integrating MH services into community/primary care environment and supporting increased delivery of
services aimed at co-morbidity issues
o Integrated service management teams in 6 localities-managers and clinical directors working together-
maintain specialist skills
o Patient, staff and public engagement
e Focus towards long term condition management

The six GP Leads preside over natural communities to ensure strong clinical leadership, care closer to home and
reduced inequality. As such, the outcomes and quality standards will be Cumbria-wide. Implementation will vary to
reflect patient choice locally, the geography and service landscape within the natural community setting.






Cumbria-wide
Not currently applicable Cumbria-wide — see locality sections below

Copeland Heart failure service

The heart failure service is a nurse led community and clinic based service providing support for
patients who have had a diagnosis of heart failure or who have been admitted to hospital for heart
failure. The service accepts referrals from both primary and secondary care. The service provides
patient education and support, optimisation of pharmacological treatment and advice on self care.

Community cardiac rehabilitation services are available

Heart Failure service - As for Copeland

Community cardiac rehabilitation service available on a weekly basis and provided by a
physiotherapist in conjunction with specialist nurse.

Furness Heart failure service not currently provided

Limited community cardiac available (0.6 wte only)

South Lakes
Heart failure service not currently provided

Community cardiac rehabilitation services are available

Carlisle CMG Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available

Brampton and

Longtown Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available

Stanwix

Medical Centre Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available

Other

Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available

Allerdale Cockermouth
Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available

Keswick Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available

Maryport

Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available

Solwa
y Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available

Workington

Heart Failure service - As for Copeland

Community cardiac rehabilitation services are available
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4. Referral, Access and Acceptance Criteria

4.1 Geographic coverage and service location

Locality Allerdale Copeland | Carlisle | Eden ' Furness ' South Lakes
Service Currently no Currently no
available Heart Failure Heart Failure Heart Failure Heart Failure heart failure heart failure
service service
Community Community Community Community Community Currently no
cardiac rehab cardiac rehab cardiac rehab cardiac rehab cardiac rehab community
cardiac rehab
service

The heart failure service is currently only provided in North Cumbria but it is intended that a remodelled service it
will cover the footprint of NHS Cumbria and will be available to patients who are registered with NHS Cumbria.(
see section 6)

Service location At various locations in the community
Days/Hours of operation Mon-Friday 08.30 am-5pm

Referral criteria and sources see below for each locality

Referral route see below for each locality

Exclusion criteria see below for each locality

Response time, detail and prioritisation see below for each locality
Discharge planning see below for each locality

Cumbria-wide

Copeland Heart Failure
Service location

e In-reach into acute and community hospitals
e Home visiting service as appropriate
e Community clinics in appropriate locations
Days/Hours of operation
Monday to Friday 8:30am to 5:00pm
Referral criteria and sources
o Heart failure must be caused by a documented diagnosis of heart failure, and an accompanied
Echocardiogram or angiogram
Must be willing to receive the service
Patient registered with a GP within NHS Cumbria
Patient not in terminal stages of other disease/s
General Practitioners
Consultants
community nurses
practice nurses
medical wards
other specialist nurses
Individuals discharged from the service can re-refer if difficulties arise

Referral route

Completion of referral documentation which is faxed, posted or emailed (via a secure email system)
to the service

All community services will use the Single assessment process for referral into and out of service
Via flow chart for primary and secondary care

Exclusion criteria
Other life threatening ilinesses requiring palliative care

Response time, detail and prioritisation
o In patients reviewed with in 5 working days
¢ Contact phone call with 3 working days of discharge
o Post discharge visit if required within 7 to 10 working days or clinic appointment within 2 weeks
o Further follow up appointments as clinically indicated
o Urgent referrals team will respond within 4 hours
* Non-urgent response time no later than 24-48 hours

Discharge planning

Providers must be compliant with Cumbria-wide Discharge and Home of Choice Policy.

From the referral of the patient into the service a discharge strategy is worked through with the
patient and the other members of the multi-disciplinary team (MDT) as part of the overall care
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planning process. With patient consent and when condition is stabilised and medication optimised
patients are referred back to their GP and to other members of the MDT as appropriate. Case
conferences are used to discuss the discharge plan of complex patients which may require multiple
inputs from health and social care professionals.

Community cardiac rehabilitation services available

Heart Failure
As Copeland

Community cardiac rehabilitation
Service location
Penrith Community Hospital

Days/Hours of operation
Organised on a weekly basis

Referral criteria and sources
For domiciliary care

Referral route
Exclusion criteria
Response time, detail and prioritisation

Discharge planning

Furness Heart Failure - currently no service

Community cardiac rehabilitation
Service location
Services provided from FGH (Physio dept / OT dept / Wards) & patients homes

Days/Hours of operation

Answer phone 24/7 Staff available —clerical / hospital nurse /PCT nurse
Monday 8:30 -14:30 Tuesday 9 — 16:30 Wednesday 8:30 -14:30

Friday 8:30- 13:00 these hours are covered by the combination of staff

Referral criteria and sources

ACS/ MI/ CABG/ Valve/ PCI / ICD/ Heart Transplant

Referrals from Consultants/GP/Allied Health/ Nurses/ Tertiary Centres
& self referrals

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

South Lakes Heart Failure - currently no service

Community cardiac rehabilitation — currently no service

Carlisle CMG Heart Failure - as Copeland

Service location

Days/Hours of operation

Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

Community cardiac rehabilitation services available

Brampton and
Longtown

Heart Failure - as Copeland
Service location

Days/Hours of operation
Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation

Discharge planning 12





Allerdale

Stanwix
Medical Centre

Cockermouth

Keswick

Maryport

Workington

Community cardiac rehabilitation services available

Heart Failure - as Copeland

Service location

Days/Hours of operation

Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

Community cardiac rehabilitation services available

Heart Failure - as Copeland

Service location

Days/Hours of operation

Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

Community cardiac rehabilitation services available

Heart Failure - as Copeland

Service location

Days/Hours of operation

Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

Community cardiac rehabilitation services available

Heart Failure - as Copeland

Service location

Days/Hours of operation

Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

Community cardiac rehabilitation services available

Heart Failure - as Copeland

Service location

Days/Hours of operation

Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

Community cardiac rehabilitation services available

Heart Failure - as Copeland

Service location

Days/Hours of operation

Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

Community cardiac rehabilitation services available

Heart Failure - as Copeland
Service location
Days/Hours of operation
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Referral criteria and sources

Referral route

Exclusion criteria

Response time, detail and prioritisation
Discharge planning

Community cardiac rehabilitation services available

5. Compliance with Legislation and Registration

Services must be delivered in compliance with statute, legislation, professional and organisational registration
requirements; for example with the Care Quality Commission, safeguarding, infection prevention, security, fire and
health and safety requirements.

6. Planning

The planning of this service will be in line with changes to National policy and Senate directive.

6.1 Planning for 2011/12

The proposed new Cumbria-wide heart failure service will be based around nursing and medical
input and will focus on patient education and support, medical input to optimise medication,
management of complex and post discharge patients and training for health care professionals. The
service will also provide training for GP practices and community staff to up skill the staff providing
care in a primary care setting.

Cumbria-wide

Copeland As Cumbria wide
Eden As Cumbria wide

M As Cumbria wide
South Lakes

As Cumbria wide

Carlisle CMG

As Cumbria wide

Brampton and

Longtown . As Cumbria wide

Stanwix
\VEGIe=INo=ie=0 As Cumbria wide
Other

As Cumbria wide

Allerdale | Cockermouth YSTNERGE
Keswick

As Cumbria wide
Maryport As Cumbria wide
Solway .As Cumbria wide

Workington As Cumbria wide

6.2 Planning for 2012/13

Cumbria-wide

Copeland
Eden

Furness

14





South Lakes

Carlisle CMG

Brampton and
Longtown

Stanwix
Medical Centre
Other

Allerdale Cockermouth
Keswick
Maryport
Solway
Workington

7. Self-Care and Patient and Carer Information

Patients supported within the service are given contact details for the service together with out of hours guidance
should a matter require urgent attention. The information is given in a verbal and written format. When the office is
unattended, an answer-phone will be used to collect messages and it will also give details of out of hour’s service
providers.

Appropriate literature will be given to the patient to enable the patient to self-manage and fully understand their
condition. The service will provide information and referral when necessary to other services that could improve
quality of life via improved clinical outcomes e.g. smoking cessation service.

Providers are expected to develop condition specific education tools and information materials to support patient
self-care, and the ongoing development of other health and social care professionals.

8. Business Continuity and Emergency Planning

The providers shall be required to demonstrate that contingency plans are in place for the following circumstances:
e Peaksin demand
o Emergencies, whether due to loss of staffing or major health incident

As a minimum the provider(s) will:

e Perform a business impact analysis and a risk assessment

o Take steps to mitigate or eliminate risks

e Create business continuity plans for high risks to ensure that the service will be maintained in the event of
disruption however caused

e Exercise, debrief and review business continuity plans annually

e Provide evidence of the above to NHS Cumbria annually and, in the case of a serious untoward event, follow
the NHS Cumbria reporting protocol to provide reports and updates on action plans and lessons learned to
the relevant PCT committee

9. Continual Service Improvement and Education

Re-designing integrated pathways that are patient centred and that are accessible close to home is the key
strategic objective of NHS Cumbria. Providers will demonstrate their plans for the continual improvement and
development of their service; including, wherever appropriate, the ongoing professional development and education
of the provider workforce. This will ensure the establishment of a flexible workforce that can deliver an integrated
pathway approach. Improvement plans must be based on the performance framework set out in section 11 and
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designated cost improvements must be achieved. Provider's must co-operate with NHS Cumbria in all ongoing
performance improvement initiatives and audit programmes.

The service will produce an Annual Report and Annual Audit with accompanying Action Plan for service
improvement.

Staff should:
e attend regular heart failure network meetings across Northern region
e work within their achieved competency frameworks
¢ have attended Caledonian Heart Failure course
¢ have or are undertaking enhanced nurse prescribing qualification

10. Equality and Diversity

The provider shall not discriminate between, or against patients or carers on the grounds of gender, age, ethnicity,
disability, religion or belief, sexual orientation or any other non-medical characteristics. The provider shall make
available appropriate assistance and make reasonable adjustments for patients and carers who do not speak, read
or write English, or who have communication difficulties (including without limitation hearing, oral or learning
impairments). Refer to section 54 of the NHS Standard Contract 2010/11 for specific legislative requirements.

11. Quality and Performance Standards

Performance Indicator Indicator Threshold | Method of | Consequence of
Measure breach

ment

Relevant Vital Signs/National Refer to NHS Cumbria Multilateral Community Contract, Module B, Section 4

Outcome Framework

Indicators

CQIN 2011/12 To be inserted following agreement of CQIN standards

QIPP Plan Outcomes Refer to NHS Cumbria Multilateral Community Contract, Module B, Section 4

Local outcomes

. Action plan in place with
Infection Control 100% Training team | training team to address
Training Mandatory training completion audit shortfall

Numbers of
Service will show a reduction in patients on HF . .
-4 : . Action plan will be
unplanned admissions and re- service active undertaken on a quarter]
Unplanned admissions admissions within 28 days from a list whose basis with Commgsioneri
2010 baseline in patients who are admission was
on the caseload unplanned

relating to HF

e 100% of patients will be on
ACE inhibitor or AlIR unless
indicated

e 100% of patients will be given
a Beta Blocker unless
indicated

e 100% will be reviewed at the
minimum 6 monthly

Care Management e 100% of GP’s will receive a
management plan re their
patients post discharge
rapidly communicated

e 100% patients will be
considered under Mental
capacity Act

e 100% patients are assessed

by a registered nurse

Quality indicators
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HCAI Control

Service User Experience

Improving Service Users &
Carers Experience

Reducing Inequalities

Reducing Barriers

Improving Productivity

Personalised Care Planning

Standards within HTM 01- 05

Compliant with
saving lives
standards

Patient safety
first tool

Report to county-wide
committee

Patient satisfaction survey

75% approval in
75% of

Picker Institute
and local audit

Action Plan to agreed and
implemented

questions
Review service provision in line Evidence of Minutes of Action Plan to agreed and
with patient experience. service user and | meetings. implemented
patient group Equality
input to design of | Impact
service Assessments
Annual

Statements of
achievement

Review by Senate Fair-share Performance Report to Senate and
allocation dashboard in Locality Boards
localities —
Activity vs
spend
Level of accessibility and Increase in Performance Report to Senate and
availability of services points and times | dashboard in Locality Boards
of accessibility localities
and availability
of services
Monitor activity, cost and quality Breakeven and Performance Report to Senate and
achieving dashboard in Locality Boards any
service delivery localities insufficient funding to
and cost allocate fair-share budgets
improvement
Care plans and education Agreed target Performance Report to Senate and
programmes within localities dashboard in Locality Boards
localities

Activity Performance Indicators

Threshold

Method of
measurement

Consequence of
breach

12.1 Activity Plan

The figures provided in this section are part of a block contract, but are indicative of expected activity

outturn for 2011/12

Heart failure

Initial contacts

Total contacts

Referrals

226 1359

782

' Discharges

386

Cardiac rehab nursing

Initial contacts

Total contacts

Referrals

Discharges

17





13. Prices & Costs

13.1 Price

Basis of Contract Currency Price Thresholds Expected Annual

Contract Value
National Tariff plus Market
Forces Factor
Reduced Tariff Prices

Locally Agreed Prices (cost
per case/cost and
volume/block/other)*

Total £ £

13.2 Reduced Tariff Prices

Reduced Tariff Prices

13.3 Cost of Service by commissioner

Total Cost of Co-ordinating Associate Associate PCT | Associate Total Annual
Service PCT Total PCT Expected Cost
| Total | Total | |

Refer to NHS

Cumbria

Multilateral

Community £ £ £ £ £
Contract, Module

B, Section 1

18
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Care Pathway/Service LNO15 - Community Heart Failure Service

Commissioner Lead Lancashire North CCG

Provider Lead Carole McCann

Period 1 April 2017 — 31 March 2019

Applicability of Module E (Acute

. . No
Services Requirements)

Overall principles
e These services are commissioner led. Any significant changes proposed by the provider to the service will
be discussed and agreed with the commissioner prior to implementation. Minor changes or temporary
changes to accommodation operational issues should be notified to the commissioner as part of the service
issues log discussed at the contract meetings.

e The provider is expected to engage with the commissioning body/bodies in all instances of service
development or anticipated re-design consultations for the benefit of service delivery across the whole
health community.

e The provider is expected to comply with all commissioning policies as published on the website.

e The provider is expected to provide representation on all relevant working or commissioning groups as
appropriate. Unchanged

e The provider is expected to participate in surge planning as part of the wider Health Economy response to
pressures throughout the year, whether those pressures be anticipated or unplanned and be prepared to
deploy the workforce flexibly where this is indicated. The provider will be expected to notify the
commissioning body and key Health Economy stakeholders of agreed levels of escalation. Unforeseen
surges in activity as a result of escalation in the health community will be discussed at contract meetings
and alternations to activity profiles reviewed.

1.1 Aims
The main purpose of the Heart Failure Service is to support the management of patients who have Left Ventricular
Systolic Dysfunction (LVSD) and Diastolic Heart Failure.

It aims to deliver a high quality service to patients diagnosed with heart failure through a process of managed care,
using evidence based practice, clinical judgement and patient preference/ choice.

1.2 Evidence Base

The NHS Improvement Plan (June 2003) and the DOH health and social care model (January 2005) set out the
Government priority for improving care for people with long-term conditions by creating and implementing a
systematic, patient-centred approach utilising the resources within the primary and community care settings.

National guidance exists regarding the management of patients with heart failure.

National Service Framework (NSF) for Coronary Heart Disease (2000)

The National Institute of Clinical Effectiveness (NICE) Guidelines (2010) for Heart Failure
Scaottish Intercollegiate Guidelines Network (SIGN), Management of Heart Failure 95 (2007)
National Service Framework for Older People and Long-term Conditions

Bridging the Quality Gap: Heart Failure (Heath Foundation 2010)

Map of Medicine pathways

1.3 General Overview
The service is delivered by a GP with Special Interest in Heart Failure and Heart Failure Specialist Nurses, who
have the support of a medical secretary. It receives referrals from primary and secondary care. Patients are seen in






a clinic setting or at home to undertake a specialist nursing assessment and provide clinical management and
support, including medications management, depending on patient needs.

1.4 Objectives
e To provide advanced clinical assessment, education, advice and support to patients regarding their
condition.

e To empower patients and their families/ carers to make informed choices through knowledge and education.

e To review prescribed medication and ensure that patients received the appropriate pharmacotherapy in
effective doses

e To monitor the clinical status of patients and their blood chemistry following medication changes

e To act as a resource for other health and social care professionals involved with the patients care

e To form a multidisciplinary network for the management of heart failure between primary and secondary
care

e To develop protocols for the management of heart failure patients optimising the uptake of investigations
and treatment in keeping with evidence based practice

e To assist in reducing hospital admissions/ re-admissions to secondary relating to heart failure.

1.5 Expected Outcomes including improving prevention

e Improved health outcomes for people with heart failure

e Improved access to services for patients with heart failure

¢ Reduce unplanned A/E attendances, GP and Outpatient appointments for the heart failure patients on
the active caseload.

e Reduce by 40% non-elective admissions on a baseline of 2008/09. This will take into account increases
caused by demography over time.

e Health care professionals are aware of the service and referral pathways

2. Scope

2.1 Service Description
The Heart Failure Service ensures that people with a definitive diagnosis of heart failure receive timely and high
quality support and information, based on assessment of their need, in line with this guidance.

The service also provides specialist advice to health care professionals regarding the management of patients with
heart failure.

2.2 Accessibility/acceptability
The service is accessible for referrals which meet the criteria as per the referral pathway during the defined operating
hours. The team will provide support and advice to health care professionals as required.

The target group is an adult north Lancashire patient who is registered with a Lancaster, Garstang, Morecambe and
Carnforth GP, and all patients who meet the criteria will be assessed, managed and treated without prejudice.

2.3 Whole System Relationships
The service was developed as a result of the local practice based consortium identifying a need for an intermediate
service. The service ensures a whole system approach to the management of patients with heart failure;

e GPs and the wider primary health care team

Ensuring patients are identified with regard to End of Life care, Gold Standard Framework Registers,
Preferred Priorities of Care and DNAR orders as required.

Secondary care colleagues (cardiologists, nursing staff)

Community Nursing

Social Services

Voluntary/ independent organisations

Other commissioned services such as Expert Patient Programmes






2.4 Interdependencies
Other Health and Social care professionals:

GPs- for provision of continuity of care

District nurses- who maybe required to review the patient at home
Cardiologists- for specialist advice and fast track referrals

Community Matrons- for case management of patients with co-morbidities
Social services- to respond to referrals as required

Other commissioned services- to respond to referrals

Pharmacists- for support with medicine aids

Accommodation- space required in GPs practices for the delivery of clinics
Access to investigations

2.5 Relevant networks and screening programmes

A local network is currently being established for the heart failure nurses. It is envisaged that this will include the
GP with special interest in heart failure. There is also a regional network of heart failure specialist nurses which the
clinicians are involved in.

2.6 Sub-contractors
Not Applicable

3. Service Delivery

3.1 Service model
The service is part of a referral pathway which is commissioned across the Lancashire North CCG footprint.

The service model reflects NICE guidance and NSF standards in this speciality.

The GP with Special Interest in Heart Failure and the Heart Failure Specialist Nurses deliver an intermediate
service in the community.

Referred patients will have problems who require a level of expertise but who do not need to see a Cardiologist, in
a hospital setting.

Referred patients will have a diagnosis of heart failure which has been confirmed by the necessary investigations.
Some patients will have been recently diagnosed and will require support and advice regarding the management of

their long term condition. Others may have been recently discharged from hospital who need support above the
level of care offered in a GP practice to ensure optimal care. Patients will be followed up as required






3.2 Care Pathway(s)
The following flowchart describes patient flow between health and social care professionals.

PATIENT WITH KNOWN LEFT VENTRICULAR SYSTOLIC
DYSFUNCTION REFERRED TO COMMUNITY HEART
FAILURE SERVICE VIA GP, ACUTE CARE SETTING,

PRACTICE NURSE, DISTRICT NURSE, COMMUNITY
MATRON AND HOSPICE

TRIAGE BY HEART FAILURE CNS

COMMUNITY CHD MANAGEMENT SELF CARE
& GPSI 4 NHS DIRECT
& GP ¢ PHARMACY
€ PRACTICE NURSES PATIENT ACCEPTED € EDUCATIONAL
LITERATURE
€ HEART FAILURE CNS TO SERVICE

HEART FAILURE

ASSESSMENT
ACUTE CARE SETTING

HOSPITAL/HOME/CLINIC
2 CONSULTANT CARDIOLOGISTS SETTING
FOR HELP/SUPPORT/ADVICE

v

PATIENT ONGOING HEART
FAILURE ‘\
A REVIEW CLINIC WITH
GPSI
AND HEART FAILURE CNS

COMPLEX CASE MANAGEMENT MANAGEMENT AT HOME

4 COMMUNITY MATRON FOR COMPLICATED OR

@ DISTRICT NURSING SERVICES HOUSE BOUND PATIENTS

¢ RAPID RESPONSE v

4 HOSPICE INPUT

SUPPORT NETWORK

¢ FAMILY CARERS
®PALLIATIVE CARE TEAM
¥ SOCIAL SERVICES

€ OT/PHYSIO/DIETITIAN

€ VOLUNTARY SECTOR

¢ PHLEBOTOMY SERVICE
@ BREATHLESS CLINIC






4. Referral, Access and Acceptance Criteria

4.1 Geographic coverage/boundaries
The team cover the Lancashire North CCG Footprint.

4.2 Location of Service Delivery
The Heart Failure Specialist Nurses are based at Rosebank Surgery Lancaster, alongside the GP with special
interest. There is also a dedicated secretary for the service.

4.3 Days/ Hours of Operation
The service operates from 9am to 5pm Monday to Friday

4.4 Referral Criteria and Sources
The service is available to patients who have seen and been assessed by a doctor or other health care professional
as suitable for the service.

The patient must be over 18 years of age with evidence of LSVD or Diastolic Heart Failure.
The referral should contain all the relevant information, and be single assessment process (SAP) compliant. It
should include:

Patients details including NHS number
Reason for referral and presenting condition
Past medical history

Details of any investigations

Details of any previous treatment

Relevant social history

Known risks

4.5 Referral route
The Heart Failure Service accepts paper referrals by post or fax to Rosebank Surgery. Urgent referrals are accepted
by telephone in advance of receiving a paper referral.

All referrals received are triaged internally by a practitioner to ensure the referral is appropriate for the service, and
all the necessary information has been provided, and prioritised according to clinical need.

Incomplete or eligible referrals are returned to the referrer requesting clarification.

Referrals appropriate for the service are processed and patients are contacted by telephone with an appointment,
when appointments become available. A decision is made with the patient to either see them at home, or in clinic.

Exclusion criteria
Under 18 or not registered with a Lancashire North CCG GP.

5. Discharge Criteria and Planning

All patients who access the service are provided with contact details for the team, and who to contact if they have
an urgent problem.

Patients are discharged from the service upon:
1. Completion of an agreed treatment/ intervention

2. Where there is no longer a clinical need for specialist nurse intervention
3. When patients are able to self manage their condition.






Patients may self re-refer once they have accessed the service.

6. Prevention, Self-Care and Patient and Carer Information

Patients are provided with information appropriate to their condition. The practitioners use education materials

endorsed by the British Heart Foundation.

7. Continual Service Improvement/Innovation Plan

Redesigning health services which better meet the needs of patients has never been more critical to the long term
success of the NHS. A core component of World Class Commissioning is to drive continuous innovation and
improvement. It is therefore the responsibility of the Commissioners to ensure innovation, knowledge and best
practice is applied to improve the quality and outcomes of its commissioned services. It will be the responsibility of
the Provider to fully cooperate in reviewing and redesigning services at the request of the Commissioner.

8. Baseline Performance Targets — Quality, Performance & Productivity

Performance Indicator Indicator Threshold Method of Frequency of
Measurement | Monitoring
% of people who re
engage with the
service following :
Outcomes their discharge Baseline Quarterly KPI Report
with a self
management plan
Performance & Productivity
Proportion of .
. Achieve a Report
. o patients who .DNA DNA rate of numbers and
Improving Productivity as a % of available Quarterly KPI report
not greater % by
treatment .
. that 5% exception
slots/contacts/visits
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Service Specification 001

No.

Service Cardiac Rehabilitation (Phase 1V)
Commissioner Lead Rachel Watkin, East Lancashire
Provider Lead Clive Escreet, Pendle Leisure Trust
Period 1st April 2023 - 31t March 2024
Date of Review TBC

1. Population Needs

1.1 National/local context and evidence base

The evidence base that supports the merits of comprehensive Cardiac Rehabilitation is robust and
consistently demonstrates a favourable impact on cardiovascular mortality and hospital re-admissions in
patients with coronary heart disease.

Cardiac rehabilitation reduces both cardiovascular mortality and episodes of acute hospitalization whilst
also improving functional capacity and perceived quality of life. It supports an early return to work and
the development of self-management skills. Cardiac Rehabilitation remains one of the most clinically and
cost-effective therapeutic interventions in cardiovascular disease management. There is continued
emphasis placed upon the importance of early Cardiac rehabilitation, commencing within 2 weeks of
either hospital discharge or confirmed diagnosis in the case of stable angina or heart failure.

2. QOutcomes

2.1 NHS Outcomes Framework Domains & Indicators

Domain 1 Preventing people from dying prematurely
Domain 2 Enhancing quality of life for people with long-term
conditions

Domain 3 Helping people to recover from episodes of ill-health or | v
following injury

Domain 4 Ensuring people have a positive experience of care
Domain 5 Treating and caring for people in safe environment and
protecting them from avoidable harm

< | 2]

< | <]

3. Scope

3.1 Aims and objectives of service.

The aim of the service is to fully rehabilitate individuals with cardio-vascular disease back to their lives
and roles in society in a holistic and patient centred way.

A key aim of Cardiac Rehabilitation is not only to improve physical health and quality of life but also to
equip and support people to develop the necessary skills to successfully self-manage. Delivery should
adopt a biopsychosocial evidence-based approach which is culturally appropriate and sensitive to
individual needs and preferences.






The service will ensure that the following key objectives are achieved:

3.2

provide a holistic rehabilitation service that is patient centred. The cardiac rehabilitation service
will meet the personal needs of each patient and a menu of treatment options will be available.
patients and carers have appropriate information and education to allow them to manage their
own care more effectively.

work with all other providers of the pathway to ensure continuity and co-ordination along the care
pathway for service users.

Provide a specialist exercise and education programme for service users and carers in
partnership with other teams.

the service is delivered within community settings or through a home-based self-management
programme.

patients achieve and progress against a care plan, including patient goals. All progress is to be
monitored and evaluated with any necessary adjustments being made.

Continuous service delivery during times of staff absences. Any circumstances where continuity
cannot be adhered to should be discussed with the commissioner.

Service description/care pathway

The Cardiac Rehabilitation will deliver specialist physical activity sessions and provide information to
patients to support and empower them to self-manage their condition.

The provider shall ensure that:

3.3

there is effective triage of patients and clear communication regarding patient care and delivery
of all aspects of the service.

the exercise training component has a high emphasis on cardiovascular training that is based on
up-to-date clinical practice guidance on exercise (NICE CG48, ACPICR 2009, BACPR Standards
and Core Components 2017, RCP Stroke Guidelines)

the frequency of exercise training shall be a minimum of one supervised weekly session in
addition to one education session relating to the management of the condition in the patient’s
own locality.

staff will undertake a functional capacity test and be able to prescribe in partnership with the
patient a rehabilitation package that reflects the needs of the patient.

the exercise prescription will be adapted to take account of the associated co-morbidities,
including when a patient is unstable and therefore has very limited capacity for exercise, and is
accessible for stroke survivors.

there is a joined up and integrated way of working with other providers including clinical teams

it complies with relevant standards, including staffing levels and staff skill based on the patient
risk assessment, location and equipment, including indication for level of resuscitation training
(e.g. patients deemed as high risk or having low functional capacity)

in addition to formal exercise, regular physical activity is promoted including education on the
benefits of long-term physical activity along with advice on general physical activity participation
and work and exercise related issues.

education sessions are delivered to service users and carers support holistic rehabilitation. The
education sessions will have a concurrent role in providing service users who choose not to, or
are unable to, take part in physical activity.

all associated information systems are kept up-to-date and supportive of patient tracking through
the pathway.

all staff are appropriately trained to BACPR standards, protocol and guidance. Staff will also
have life support training (AED and ILS level training)

it contributes to the pathway NACR certification.

completes the NACR Audit Annually

Population covered.

The service will be for adult (18+) service users who have experienced a cardiac event, including:

Myocardial Infarction
Coronary revascularisation
Angina






e Peripheral Vascular Disease
e Heart Failure
e Stroke

3.4 Any acceptance and exclusion criteria and thresholds
Patient not eligible for the programme until appropriate investigation have taken place and the condition
has been stabilised, (unless clinical guidance states otherwise), include:
e Unstable angina
Resting Systolic Blood Pressure >180mmHg
Resting Diabolic Blood Pressure >100mmHg
Uncontrolled Tachycardia >100bpm
Unstable or acute heart failure
Unstable Diabetes
Unstable Arrhythmia
Recent embolism; thrombophlebitis
Active pericarditis or myocarditis
New angina diagnosed < 6 weeks — investigation must be complete.
Awaiting further Cardiology investigations — unless permission to exercise has been given by
Cardiologist/Phase lll rehabilitation staff/GP

3.5 Interdependence with other services/providers
The service will engage with all relevant networks and attend any development meetings organized by
the commissioning organisation.

The service will inform the referrer and the patients GP if the patient fails to complete the programme and
provide an outcomes report for all patients referred.

4. Applicable Service Standards

4.1 Applicable national standards (e.g. NICE)
NICE CG48
NICE CG5

4.2 Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal
Colleges)

CACPR Standards and Core Components 2017

ACSM 2010

AACVPR 2010

4.3 Applicable local standards

5. Applicable quality requirements and CQUIN goals

5.1 Applicable Quality Requirements (See Schedule 4A-C)

5.2 Applicable CQUIN goals (See Schedule 4D)

0. Location of Provider Premises

The Provider’s Premises are located at:

o

Details of Cardiac
delivery.docx






7. Individual Service User Placement
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Care Pathway/Service LNOQ9 — Pulmonary and Heart Failure Rehabilitation Service

Commissioner Lead Lancashire North CCG

Provider Lead Gill Speight Community Nursing & Rehab Therapies

Period 1 April 2017 — 31 March 2019

Applicability of Module E (Acute N
; : o]
Services Requirements

Overall principles

. These services are commissioner led. Any significant changes proposed by the provider to the service will
be discussed and agreed with the commissioner prior to implementation. Minor changes or temporary
changes to accommodation operational issues should be notified to the commissioner as part of the service
issues log discussed at the contract meetings.

. The provider is expected to engage with the commissioning body/bodies in all instances of service
development or anticipated re-design consultations for the benefit of service delivery across the whole health
community.

o The provider is expected to comply with all commissioning policies and ensure cognisance with
commissioning intentions as published on the website.

o The provider is expected to provide representation on all relevant working or commissioning groups as
appropriate.

. The provider is expected to participate in surge planning as part of the wider Health Economy response to
pressures throughout the year, whether those pressures be anticipated or unplanned and be prepared to
deploy the workforce flexibly where this is indicated. The provider will be expected to notify the
commissioning body and key Health Economy stakeholders of agreed levels of escalation. Unforeseen
surges in activity as a result of escalation across the health community will be discussed at contract meetings
and impacts on to activity profiles reviewed and recorded so that any potential penalties be discussed.

1. Purpose

1.1 Aims

To improve quality of life and exercise tolerance in patients with chronic lung and chronic heart failure

1.2 Evidence Base

The NICE guidelines for COPD published in Feb 04 stated ‘Pulmonary Rehabilitation should be made available
to all appropriate patients with COPD and should be offered to all patients who consider themselves functionally

limited by breathlessness,

British Thoracic Society recommends “Pulmonary rehabilitation programmes must meet patient needs in terms of
access, location and availability”.

May 2009. BTS/ACPRC guidelines on management of spontaneously breathing patient
May 2007.Pulmonary Rehabilitation: Joint ACCP/AACVPR Evidence-Based Clinical Practice Guidelines
2006 .DOH Our Health, Our care, Our say

2004.Nice guidelines for COPD BTS statement 2001






DOH Consultation on a strategy for service for COPD in England Aug 2010
Update NICE clinical guideline 12 for COPD June 2010.

The Cardiac Strategy developed and agreed by the Cumbria and Lancashire Cardiac Network. This is not relevant
to heart failure rehab

Nice guidelines for heart failure Aug 2010 (partial update)

European society of Cardiology(2008) Diagnosis and treatment of Acute and Chronic heart failure

1.3 General Overview

Pulmonary rehabilitation is defined as a structured multi-component; multi-disciplinary programme of care for
patients with chronic respiratory impairment that is tailored to an individual patient's needs and designed to
optimise the individual's physical and social performance and autonomy. A typical programme incorporates

physical training, diseases education, nutritional advice, psychological and behavioural intervention.

Patients with Chronic Heart Failure benefit from a similar model of rehabilitation to ‘help people with heart Failure
to live longer and achieve a better quality of life.” (CHD.NSF, 2000)

1.4 Objectives

To provide patients with chronic respiratory and / chronic heart failure in North Lancashire with a locally based
community pulmonary and heart failure rehabilitation service. The service objectives are to:

e reduce symptoms, disability and handicap and to improve functional independence.
e Enable patients to achieve the goals they have set in conjunction with the service at the point of assessment.

1.5 Expected Outcomes

Improved quality of life and exercise tolerance in patients with chronic lung disease and / or heart failure and
reduced local health care costs.

The outcome measures used will be

. Exercise tolerance as measured by validated tool for patients with Chronic Lung Disease (Shuttle walking
test/six minute walk)

. Quality of life as measured by validated questionnaire ( St George’s/CRQ/ Minnesota Questionnaire)

. Psychological status measured by Hospital Anxiety and Depression Questionnaire

. Dyspnoea score /New York Heart Association Classification of Heart Failure

2. Scope

2.1 Service Description
This service provides:

. A structured multidisciplinary group programme of exercise and education. Sessions will be once a week
for 7 to 8 weeks and held at the following venues:-

. Glebe Court, Lancaster Town Centre
. Morecambe Health Centre
Ryelands House Clinic, Owen Rd, Lancaster

Home rehabilitation offers 1:1 support for patients who require rehabilitative support but are not ready / able to
join a programme. This service initially is only available to patients on post hospital exacerbation and first
diagnosis. 1:1 support is in most cases to achieve a level where the patient is able to join a structured programme.






2.2 Accessibility/Acceptability-

The service is accessible to all adults No individual will be exempted on culture, gender or smoking status and
the service will be sensitive to any special needs or language requirements.

2.3 Whole System Relationships

The service will ensure strong links are maintained with primary care (including General Practitioners, Practice
Nurses, Long Term Conditions Teams, COPD Home Care and Rapid Response Teams and Intermediate Care.),
Heart Failure team, secondary care (including Respiratory Consultants, Specialist Respiratory nurses and Clinical
Investigation Unit) & community health providers (including physiotherapists, occupational therapists and social
services) with anticipated outcomes of a reduction in the economic burden of chronic lung disease and chronic
heart failure and reduced local health care costs.

2.4 Interdependencies

The educational element of the programme will be delivered by a multidisciplinary team which includes
Physiotherapist , respiratory nurse(specialist practitioner), CAB service, dietician, expert patient programme,
counsellor, Specialist heart failure nurse.

2.5 Relevant Networks and Screening Programmes

Not applicable

2.6 Sub-Contractors

Not Applicable






3. Service Delivery

3.1 Service Model

SERVICE MODEL FOR PULMONARY
REHABILITATION

PRIMARY CARE SECONDARY CARE COMMUNITY CARE
e GPs e Consultants e Physiotherapist
e Practice nurse e Specialist nurses e Occupational
e Community Matron therapist
e Intermediate Care e Social Services

A 4
PULMONARY

REHABILITATION

PHYSIOTHERAPY WALKIN WYRE
OCCUPATIONAL PENSION SERVICE
THERAPY
SOCIAL SERVICES NURSE SPECIALIST






3.2 Care Pathways

PULMONARY REHABILIATION CARE PATHWAY NORTH LANCS PCT

(NORTH PATCH)

Provider receives referral

Clinical specialist collates and assesses referrals

A 4

Patient sent acknowledgement letter with details of
current waiting time and assessment process

Pulmonary Rehabilitation leaflet enclosed

Patients asked to provide details of non- availability

A A\ 4
Decline Details added to data base.

Unsuitable referral
or insufficient
information

Telephoned prior to sending \
for assessment to check

motivation/current

Patient not available or
circumstances changed
since referral

circumstance

Discuiss with referrer Full assessment of functional status

A 4

.

and quality of life measurement.

Postponed to later
Programme

Patients given details of choice of
time and venue.

l

Referred to other

Agency/Secondary Care  |—»|

PATIENT DISCHARGED






4. Referral, Access and Acceptance Criteria

4.1 Geographic Coverage/Boundaries
Lancashire North CCG Footprint
4.2 Location(s) of Service Delivery

The Pulmonary Rehabilitation and Heart Failure RehabilitationTeam provide separate programmes for patients with
respiratory and chronic heart failure respectively.

4.3 Days/Hours of Operation
Monday to Friday- 9 am to 6 pm
4.4 Referral Criteria & Sources

Patients are referred onto the programme by a member of the multidisciplinary team from within the primary or
secondary care setting eg. General Practitioners, practice nurses, community matrons, COPD homecare and rapid
response teams, nurse visitors for the elderly, intermediate care, respiratory consultants, specialist respiratory nurses,
clinical investigation unit, physiotherapists, occupational therapists, Heart Failure Team and social services.

Rehabilitation is offered to appropriate patients who consider themselves functionally disabled by chronic lung disease
or chronic heart failure

4.5 Referral Route

Referrals are via members of the multidisciplinary team involved from within the primary or secondary care setting.
The programme provider will contact the patient by phone where possible to establish their suitability, motivation and
availability, prior to agreeing an appointment to attend for assessment.

4.6 Exclusion Criteria
Patients with the co-morbidities listed below will be excluded from the programme

Unstable Angina

Acute Left Ventricular failure

Uncontrolled hypertension

Any medical problem which severely restricts exercise or compliance with the programme e.g rheumatoid / osteo-
arthritis, dementia, acute metabolic conditions

Uncontrolled Cardiac arrhythmias

Myocardial Infarction within 6 weeks prior to commencement of pulmonary or heart failure rehabilitation
Moderate- severe aortic stenosis

Resting ST segment displacement >2mm

Patients who present with moderate locomotor impairment may benefit from exercise and should be assessed on their
own merit.

4.7 Response Time & Detail and Prioritisation

Patients will be contacted by phone or letter within 2 weeks from receipt of referral.

Patients will be offered a choice of venues and dates of next programmes.






5. Discharge Criteria & Planning

On going exercise classes can be accessed at the following venues:-

e Salt Ayre leisure Centre, Lancaster
e VVV health club, Morecambe

Patients can be re-referred to the service once completing a programme if they have significant deterioration in their
condition due to exacerbation or other co morbidity.

6. Self-Care and Patient and Carer Information

The education sessions provide targeted learning to enable patients to become pro-actively involved in their own care
and undertake self management of their lung disease or chronic heart failure. Partners are invited to attend these

sessions and written information is provided about each component discussed. Patients are actively encouraged to take
the opportunity of the group setting to learn from each other.

7. Baseline Performance Targets — Quality, Performance & Productivity

Indicator Threshold Method of Frequency
. Measurement | of
Performance & Productivity Monitoring
Report number
Number of goals set in relation to Number of functional goals set | Atleast 1 per | and average Quarterly
functioning with service user service users | humber per KPI Report
user
Report
Number of goals achieved at average 75%, number,
. . . overall Quarterly
Number of goals achieved discharge as a proportion of none lower
: . average and KPI Report
those set with service user than 20%
average per
patient
Percentage of patients starting
Percentage of patients who on 1.1 care —target — pts
ge orp ) selected by secondary care as Report number | Quarterly
commence with 1:1 care and are . . 60%
L suitable post exacerbation and and percent KPI Report
enabled to join a programme . . : o
first diagnosis (this will be
limited numbers)
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SCHEDULE 2 - THE SERVICES

A. Service Specifications

Mandatory headings 1 — 4: mandatory but detail for local determination and agreement
Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement

Service Specification BL/BTH/71
No.
Service ‘ Heart Failure Rehabilitation Service
Commissioner Lead ‘ Pete Smith (FWCCG) and Michelle Ashton (BCCG)
Provider Lead Nick Fayers
Period ‘ 1st October 2014 — Ongoing
Date of Review March 2015
1. Population Needs
1.1 National/local context and evidence base

The main purpose of the Heart Failure Rehabilitation Service is to support the management of patients
who have Left Ventricular Systolic Dysfunction (LVSD) and those with Left Ventricular Diastolic
Dysfunction (LVDD)

It aims to deliver a multi-disciplinary evidence based Cardiac Rehabilitation Exercise and
Education programme, specifically for the Heart Failure population across the Fylde Coast.

Evidence Base

The NHS Improvement Plan (June 2003) and the DOH health and social care model (January 2005)
set out the Government priority for improving care for people with long-term conditions by creating and
implementing a systematic, patient-centred approach utilising the resources within the primary and
community care settings.

National guidance exists regarding the management of patients with heart failure.

National Service Framework (NSF) for Coronary Heart Disease (2000)

The National Institute of Clinical Effectiveness (NICE) Guidelines (2010) for Heart Failure
National Service Framework for Older People and Long-term Conditions

Bridging the Quality Gap: Heart Failure (Heath Foundation 2010)

Map of Medicine pathways

NICE Quality Standards 2011

British Association for Cardiovascular Prevention and Rehabilitation (BACPR) Standards and
Core components 2012
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2.1 NHS Outcomes Framework Domains & Indicators

Domain 1 Preventing people from dying prematurely

Domain 2 Enhancing quality of life for people with long-term
conditions

Domain 3 Helping people to recover from episodes of ill-health or
following injury

Domain 4 Ensuring people have a positive experience of care
Domain 5 Treating and caring for people in safe environment and
protecting them from avoidable harm

2.2 Local defined outcomes

Reduced mortality and mortality for heart failure patients

Improved exercise capacity and quality of life for heart failure patients

Education for heart failure patients to support them in self- managing their condition

Improved access to services for patients with heart failure

Reduction in unplanned A/E attendances and GP and Outpatient appointments for heart failure
patients on their active caseload.

Reduce non-elective admissions against the baseline of 2013/14. This will take into account
increases caused by demography over time.

Health care professionals are aware of the service and referral pathways

3.1 Aims and objectives of service

To provide education, advice and support to patients regarding their condition.

To undertake a baseline assessment of physical/functional capacity and risk stratification

To empower patients and their families/ carers to manage their condition through knowledge
and education.

To provide an exercise/activity programme delivered by a qualified, skilled and competent
multidisciplinary team

To facilitate effective behaviour change through motivational interviewing techniques, goal
setting and relapse-prevention strategies

To encourage evidence based lifestyle management that will support them in improving their
quality of life and long-term health outcomes

e To support patients psychosocial health through evidence based assessments and
intervention by a trained psychological practitioner as appropriate

To promote concordance with medical therapies through education and information

To undertake an assessment and evaluation upon completion of the programme in order to
report on effectiveness of the programme

To submit clinical outcome, service performance and patient satisfaction data to the National
Audit for Cardiac Rehabilitation (NACR) annually.

To act as a resource for other health and social care professionals involved with the patients
care

To facilitate the formation of a multidisciplinary network for the management of heart failure
between primary and secondary care

To establish and maintain effective communication with the Practice based Lead
Nurses/Pharmacists to ensure that referrals are appropriate and that there is a smooth
transition of care

To support educational events aimed at supporting health professional locally to achieve high
standards of heart failure management

e To assist in reducing hospital admissions/ re-admissions to secondary care relating to heart
failure.
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Service model:
The service is part of a patient pathway which is commissioned across the Fylde Coast.

The service model reflects NICE guidance and NSF standards in this speciality, and aligns with the
BACPR Standards and Core components

Referred patients will have a diagnosis of heart failure which has been confirmed by the Heart Failure
Diagnostic Clinic/Echocardiography and will need to comply with the referral criteria i.e. have stable
heart failure

Some patients will have been recently diagnosed and will require support and advice regarding the
management of their long term condition.

The service also provides specialist advice to health care professionals regarding the management of
patients with heart failure.

Accessibility/acceptability
The service is accessible for referrals which meet the criteria as per the referral pathway during the
defined operating hours. The team will provide support and advice to health care professionals as

required.

The target group is an adult Fylde Coast patient who is registered with a Blackpool, Fylde or Wyre GP,
and all patients who meet the criteria will be assessed and managed without prejudice.

2.3 Whole System Relationships

e GPs and the wider primary health care team (including the practice based Lead
Nurses/Pharmacists)

e Secondary care colleagues (cardiologists, specialist heart failure nurses )
e Community Nursing colleagues including the Community Matron Team
e Social Services
e Voluntary/ independent organisations
Activity

The service will be expected to see 150 patients a year based on three locations across the Fylde
Coast. It is anticipate that the service will be based on a geographical split i.e. at least one location in
Fylde and one in Blackpool

3.3 Population covered
The service will cover Fylde and Wyre CCG and Blackpool CCG patients that are registered with a GP
in that CCG area
3.4 Any acceptance and exclusion criteria and thresholds
3.4.1 Location(s) of Service Delivery

The locations of service delivery will vary dependent upon the population demands. However,
the venues should be geographically split to ensure that at least one venue is in Blackpool and
likewise for Fylde and Wyre. Each venue will be required to have been risk assessed for access
for clients.

3.4.2 Days/Hours of operation
These will vary according to demand;
3.4.3 Referral criteria & sources

Patients will be referred from either Secondary Care or Primary Care teams. The patient must be over
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18 years of age with evidence of LSVD or LVDD.

Participants for the course should have a diagnosis of Heart Failure as diagnosed by Heart
Failure Clinic or/Echocardiography and undertake the rehabilitation programme as part of their
care pathway

Participants should be allocated a place on a course dependent on location ie the venue closest
to their home unless they choose to travel to a venue that is in a different location but is more
accessible for them.

3.4.4 Exclusion criteria
Those who do not meet the requirements of above or whose heart failure is unstable.

Delivery staff will receive training in the handling of situations where it may be appropriate to
cease participation or recommend alternative educational options.

The provider will inform the commissioner of these exclusions.
3.45 Responsetime & detail and prioritisation

Patients interested in attending a course should be offered the next available course within a 6 week
timeframe and should not wait any longer than 18 weeks to attend a course. This accessibility will be
reviewed on regular basis at quarterly management meetings.

The Heart Failure Rehabilitation Service accepts referrals by post, fax or E-mail.

All referrals received are triaged internally by a practitioner to ensure the referral is appropriate for the
service, and that all the necessary information has been provided.

Incomplete or ineligible referrals are returned to the referrer requesting clarification.

3.4.6 Discharge Criteria & Planning
The course duration is 10 weeks. As part of completion, participants will be offered the
opportunity to take part on a user questionnaire to evaluate the course

3.5 Interdependence with other services/providers

Other Health and Social care professionals:

GPs- for provision of continuity of care

Heart Failure Diagnostic Clinic/Heart Failure clinic
Cardiologists- for specialist advice

Community Matrons- for case management of complex patients
Secondary Care Heart Failure Specialist nurses

Social services- to respond to referrals as required

Other commissioned services- to respond to referrals
Pharmacists- for support with medicine management

Patients are assessed after referral and if they are appropriate for the service the patient will be offered
a place on the next course.

4. Applicable Service Standards

4.1 Applicable national standards (eg NICE)

CG108 Chronic Heart Failure (2010)
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Heart Failure NICE Quality Standards (2011)

BACPR Standards and Core components

4.2 Applicable standards set out in Guidance and/or issued by a competent body (eg Royal
Colleges)

4.3 Applicable local standards

Fylde Coast Heart Failure Pathway

51 Applicable Quality Requirements (appendix 1)

The Provider’s Premises are located at: Blackpool Victoria Hospital

7. Individual Service User Placement

2.2.1 Annual Contract Value

Service Basis of Total Annual
Contract Expected
Cost
Blackpool CCG (incl. CQUIN) Block £43,200
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NHS Standard Contract for Community Services
Schedule 2 Part 1
Gateway Reference 10804

SERVICE SPECIFICATION

Service East Lancs Heart Failure Nursing Service

Commissioner Lead Susan Warburton for NHS East Lancs/Jane Riley for NHS BWD

Provider Lead Angela Graves Heart Failure Nurse Manager
Period

1.1 Aims

e To provide a consistent and systematic approach to the treatment of chronic Heart Failure throughout East
Lancashire in conjunction with the Primary, Secondary Care Guidelines for the Management of Chronic
Heart Failure In East Lancashire.

e To provide individualised package of care for patients and carers, ensuring they fully understand their
condition and treatments options offered.

e To improve the care and management of patients with heart failure both in the community and hospital
setting.

e To provide a range of specialist nursing care programmes from diagnosis to palliative and support care to
meet the patients need ensuring a personalised tailored approach to care taking account of the persons
dignity, respect, cultural and religious needs

e To reduce rates of hospital admission and length of stay and improve the quality of life at home.

1.2 Evidence Base

National Service Framework for Coronary Heart Disease

Chapter 8: Arrhythmias and Sudden Cardiac Death

e Heart Failure Service ensures that people presenting with Arrhythmias, with a definitive diagnosis of Heart
Failure receive timely and high quality support and information, based on assessment of their needs

Standard 11: Heart Failure & Palliative Care for People with Coronary Heart Disease

e Heart Failure Service acts as a specialist resource for other Health professionals. The service enables the
free flow of information between primary, secondary and tertiary care services, to promote best practice.

e The service is part of multi-disciplinary care planning and will assist the patient in designing a care package
from diagnosis to palliation

Standard 12: Cardiac Rehabilitation

e Within NHS East Lancashire, Heart Failure Service has worked with the Cardiac Rehabilitation Service to
develop a specialist rehabilitation programme for heart failure. All patients referred to the service are
offered a programme of education and exercise that meets their needs

National Service Framework for Older People
Standard 2: Person-centred Care

e The Heart Failure Service is to maintain person-centred care. This is achieved by the development of
personalised plans of care, designed in collaboration with patients, carers and health care professionals.

Standard 3: Intermediate Care
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e The Heart Failure Service works with intermediate care services with the aim of reducing acute hospital
admissions and facilitating early discharge. It is also a goal of the service to enable patients to access Heart
Failure Services within an environment of their choice (e.g. home, clinics).

Standard 8: The Promotion of Health and Active Life in Older Age
The Heart Failure Service promotes the rehabilitation of older people with heart failure, through advice,
guidance and individualised fitness regimes, and where a home based programme is required, both a
physiotherapist and an occupational therapist will be involved

National Service Framework for Long-term Conditions

Quality requirement 6: Vocational rehabilitation

e The Heart Failure Service offers expert support and advice in returning to work or hobbies. This includes
honest assessment of functionality and appraisal of occupational requirements. Advise sought from relevant
agencies as required.

Quiality requirement 10: Supporting Family and Carers
e The Heart Failure Service places great importance on the role of carers and relatives in the life of a person
with a long-term condition. This is therefore a core objective of the service.

e Support & Palliative Care guidelines
e Gold Standards Framework (2006)
e NICE

e Better Standards for Health

1.3 General Overview

This service is nurse led and receives referrals from primary,/secondary care providers and voluntary sector via
GP referral. Patients are visited at home or in clinic to undertake a specialist nursing assessment and provide
clinical management and support depending on patient needs including medications management. The service
manages all classes of Left Ventricular Systolic Dysfunction (NYHA 1-4).

The service is commissioned jointly with Blackburn with Darwen PCT and is provided on a locality basis to
patients registered with a GP in East Lancashire.

The service provides both education and specialist advice to health and social care professionals within East
Lancashire and works in collaboration with the Lancashire and South Cumbria Cardiac Network.

1.4 Objectives

¢ Provide effective discharge planning documentation for inpatients referred to the heart failure service.

o |dentify, educate, counsel and offer community follow up of patients recently admitted to hospital with a
primary diagnosis of heart failure.

e Act as an intermediary between the patient and other health care professionals in both primary and
secondary care settings.

e Continue to develop the Heart Failure Patients and Carers Forum, establishing a rolling programme of
education and support.

e Provide a multi disciplinary approach to palliative care working in conjunction with both Primary Secondary
and specialist care services in order to improve the end life experience for patients who are at end stage
failure and for their carers

e Monitor, evaluate and audit the service at regular intervals to ensure both a high standard of care and the
effectiveness of the service as a whole in achieving its objectives.

e Lead on the establishment and pathways of care and guidelines within East Lancashire for Chronic Heart
Failure
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1.5 Expected Outcomes
e Patients referred to the Heart Failure Nursing Service will demonstrate an improved quality of life and an
increased ability to self manage their condition

o Patients with heart failure who are referred to the service will, when appropriate, follow a palliative care
pathway with Preferred Priorities of Care documented

e Patients managed by the Heart Failure Nursing Service will be receiving optimum evidence based
medication

e Patients managed by the Heart Failure Nursing Service will have a reduced incidence of re-admission to
acute care within 30 days of discharge

e Patients using the Heart Failure Nursing Service will report satisfaction with the service and demonstrate
the above expected outcomes

e Health and Social Care professionals will have a high awareness of the existence of the service and the
referral pathways into the service

e Health care professionals will exhibit an improved knowledge of heart failure management pathways

2.1 Service Description
The service provides:

Specialist nursing examination, assessment, treatment

Home visit to provide specialist nursing advice, support and monitoring of condition

Referral to other services eg carer’s support, benefits advisors

Contribute to the palliative care clinics provided for patients with end stage heart failure

Contribute to the patient forum by attending to provide support and advice on a quarterly basis

Contribute to the delivery of weekly hospital based exercise and education programme

Working with the GP/Consultant to optimise pharmacological therapy for heart failure through medication

changes, monitor effects of drug therapy and potential side effects including monitoring of blood

biochemistry and amending regimens as required

e Providing non-pharmacological treatment including lifestyle advice, patient education and psychological
support

o Telephone follow-up and specialist advice to patients, carers and other health professionals as required

Criteria for referral is as follows:

e Diagnosis of heart failure, which is supported by echo or angiogram

e Patient registered with a GP within NHS East Lancashire and NHS Blackburn with Darwen area (excluding
Longridge and Whitworth)

e Patient not in terminal stages of other disease/s

2.2 Accessibility/acceptability

The service will provide in-reach to East Lancashire Hospitals NHS Trust, home visiting service as required and
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community based clinics across the East Lancashire area. Patients will be able to access services within 30
mins travelling time of their home and in an environment at ensures that their dignity and privacy is respected.

2.3 Whole System Relationships

The service is part of the Integrated CVD Service envisaged under the Meeting Patients Needs Clinical Review
(2007). Onward referral to other services is facilitated by the Heart Failure Nursing Service as follows and
ensures a whole systems approach to the support and management of heart failure patients:

Acute Trusts

Cardiovascular Specialist Service
Community Matrons

Case Managers

Consultant Cardiologist

Social Services

Dietician

Occupational Therapy
Psychology

Diabetes Team

Enhanced Cardio Respiratory Services
GPwSils.

GPs

Community Hospitals

Community Support Teams

2.4 Interdependencies

GPs — provide continuity of care

District nurses — joint visits, support and advice

Cardiologists - provides specialist advice

Community Matrons/case managers — patients with multiple co-morbidiities

Community hospitals — maintain contact with ward staff during admission

Community Support Teams — patients seen out of hours and reduce avoidable hospital admissions
Psychologists— direct referral - provide support individual and group, for a full range of patients and carers
from diagnosis to death

Hospital and hospice based services.

Dieticians — direct referral arrangements in place to provide individual and group advice

Social Services — direct referrals for support as required

Occupational Therapist — Direct referrals for support as required

Physiotherapists — direct referral for support as required. Community and hospice based services, hospital
physiotherapy supports exercise programme in East Lancashire. Both provide educational sessions at the
exercise programme

Voluntary Services — support for patients as required, and education given by nurses

Palliative Care Services — direct referrals and support as detailed above

Care of the Elderly Physicians — clinical advice and follow-up

Pharmacists — community — links to ensure patients receive correct medication and memory aids.

2.5 Relevant networks and screening programmes

The service collaborates with the Lancashire and South Cumbria Cardiac Network and the regional heart failure
nurses forum.
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2.6 Sub-contractors

Nil of note

3. Service Delivery

3.1 Service model

An integrated cardiovascular service, of which the Heart Failure Nursing Service is one facet, is planned with
cross boundary/organisational working supported by robust integrated care pathways and referral criteria.

In line with national agendas and agreed following public consultation during MPN a care pathway/service model
has been agreed for Heart Failure which will address the needs of local people by providing a wide range of
services delivered in the local community that are high quality and patient focused. This model addresses the
needs of service users in the 21st century. It also gives the workforce the opportunity to professionally develop to
meet the changes in health and social care delivery.

Services need to be accessible, high quality and flexible. Integration of service provision across primary,
secondary and community care will help to maximise the use of skills within all staff groups. Services whilst
being consultant supported will be flexible with an emphasis on good multi-disciplinary practice and appropriate
triage to other appropriately skilled health and social care professionals. The aim is to work towards a more
integrated service across primary, secondary and social care.

The integrated Cardiovascular Service will be a community based service supported by a wide range of
professionals. These professionals will support people with CVD within their communities despite their varied
physical and sometimes complex needs.

The focus will be on high quality medical care supported by robust clinical pathways and decision making. This
decision making will include all members of the Integrated CVD team across primary, secondary, social care and
the voluntary sector. This integrated working will ensure that patients are well supported and empowered to
make the correct decisions in respect of treatment choices offered to them.

3.2 Care Pathways (appendix 1)

Patients will be referred into the service at both a primary and secondary care level. It is anticipated that a
referral document will be completed and faxed to a designated number of the heart failure nursing service. Upon
receipt the patient will be assessed a the assessment documentation and then designated into the appropriate
pathway, home visit, community clinic, secondary care clinic.

4. Referral, Access and Acceptance Criteria

4 Geographic coverage/boundaries

e The service will cover the geographical areas of both East Lancashire PCT and NHS Blackburn with Darwen
excluding Longridge (CLPCT to cover and re-charge PCT) and Whitworth (Heywood, Rochdale and
Middleton PCT to cover and re-charge PCT)

4.1 Location(s) of Service Delivery

e Inreach to East Lancashire Hospitals NHS Trust
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e Home visiting service, as appropriate

e Community Clinics at the following locations:

Location

Primary Care Centre Blackburn,
Darwen Health Centre,
Clitheroe Community Hospital,
Accrington Victoria Hospital,
OPD Burnley General Hospital,
Pendle Community Hospital

4.2 Days/Hours of operation
e Monday to Friday 8 30am 5 00pm

4.3 Referral criteria & sources
e Heart failure must be caused by a documented diagnosis of heart failure, and an accompanied
Echocardiogram
Must be willing to receive the service
General Practitioners
Consultants
MDT via the patients GP
Individuals discharged from the service can re-refer if difficulties arise

4.4 Referral route

e Completion of a referral document which is faxed to a secure fax, posted or emailed via NHS Net to the
service

4.5 Exclusion criteria
e Other life threatening illness requiring palliative care

4.6 Response time & detail and prioritisation

In patients reviewed with in 5 working days
Contact phone call with 3 working days of discharge
Post discharge visit if required within 7 to 10 working days or clinic appointment within 2 weeks

]
L]
[ ]
e Further follow up appointments as clinically indicated

5. Discharge Criteria & Planning

From the referral of the patient into the service a discharge strategy is worked through with the patient and the
other members of the multi-disciplinary team (MDT) as part of the overall care planning process. With patient
consent and when condition is stabilised and medication optimised patients are referred back to their GP and to
other members of the MDT as appropriate. Case conferences are used to discuss the discharge plan of
complex patients which may require multiple inputs from health and social care professionals.

Patients who access acute care in providers other than ELHT are referred via other heart failure nursing
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services. This allows for appropriate hand over of information in respect of discharge plans and ongoing clinical
treatment plans.

‘ 6. Self-Care and Patient and Carer Information ‘

Patients supported within the service are given contact details for the service together with out of hours guidance
should a matter require urgent attention. The information is given in a verbal and written format. The written
information reflects ethnic and language/dialect requirements of the population within East Lancashire.

There is also an answerphone to collect messages when the office is un-manned out of hours with message in
English giving details of out of hours facilities.

Self management information is given in the form of the British Heart Foundation Heart Failure Plan and DVD
(English language only).

Cardiomyopathy Society Literature is also used within the service to support self management

This care plan will also offer information and referral when necessary to other services that could improve quality
of life via improved clinical outcomes eg. smoking cessation service.

7. Quality and Performance Standards

Quality Performance Threshold Method of Consequence Report Due
Indicator measurement of breach
Infection Control IC TRAINING Action pla_n in March 2010
database collaboration
e Training 90% attendance with Infection
Control Team to
address
e Clinical shortfall.
Environment 100% with Infection IC Team audit
audit Control Team
schedule.
100% IR1s are
recorded on service
database with grades Evidence on the
number of IR1 forms
100% IR1s are written with responses
responded to within 45 | and categorisation Action plan in
working days collaboration
(minor/moderate) and with Health and
28 days for major Number of IR1’s Safety
incidents graded as Major are department
passed to
100% IR1s graded as Commissioners within
Major are reported to 24 hours
Associate Directors and
Commissioners within Numbers of staff who
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service

100% staff of band 7
and above have
training in Critical Risk
and Adverse Events

100% environmental
risk assessments are
completed against
Health & Safety criteria

RIDDOR reports are
completed for 100%

staff off sick for more
than 3 days

100% teams have
undertaken Essential
steps Hand washing
audit

100% staff will have
mandatory infection
control update training

100% of staff will be
offered a Flu jab

100% medical devices
will be
maintained/serviced
annually ( 6 monthly
sphygmomanometers)

100% of MDAs will be
cascaded within one

have attended as per
PDP

Evidence of Risk
assessments

Evidence of RIDDOR
reports are sent to
commissioners as part
of annual report

PDP annual

PDP Annual

PDP annual

Service agreements in

place

Email audit trail

working day
Service User 80 — 85% NPSA 7 steps Service and April 2010.
Experience 0 template Directorate (annual)
o Patient safety Action plan to
Each service will assess ensure
compliance against the o . . threshold is
NPSA 7 steps to Patient 100% co_mphance N PPI Database achieved
undertaking a service
Safety. Current level patient
Directorate level = 82% eve’ patlen
satisfaction survey
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Improving Service
Users & Carers
Experience

100% of service will
have a PPl champion

100% of teams will
deliver a Healthy
lifestyle event within the
next 12 months

100% new initiatives (
services and policies)
will be Equality Impact
Assessed

100% of patients will be
offered a
comment/complaint
leaflet on admission to
service

100% patient care
plans will be formulated
in collaboration with
patients/carers

100%Complaints
received will receive a
written response by 25
working days

100% patients and
carers will have access
to the Patients and
Carers Forum

100%o0f patients will
receive a Patients and
Carers Education and
Service Information
Booklet

100% of patients are
allocated a Heart
Failure Nurse for care

100% of patients upon
request will be offered
a copy of any referral
letter generated from
service and this
documented

Service Evaluation

Annual report will
reflect all elements

Action plan will
be undertaken
to ensure
continuous
improvement of
any elements
not achieved

April 2010
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Questionnaire will be
conducted on an
annual basis

Service can show a
consistent reduction
from baseline (April 09)

Numbers of patients
on HF service active

Action plan will
be undertaken

Unplanned admissions | in patients on active list | list whose admission on a quarterly Quarterly
who experience an was unplanned basis with
unplanned admission relating to HF commissioners
related to HF
100% of patients will be
offered referral to
cardiac rehabilitation or | Number of patient
if appropriate palliative | accessing the cardiac
care services rehabilitation
programme
100% patients will be Number of patient who | Action plan to
Reducing Inequalities aske_d on contact vyith have their ethnic gddre'ss March 2010
service about ethnic status recorded inequity of
status access
Number of staff who
100% staff entering the | have attend training
service will receive will be recorded in
cultural awareness their personal record
training
Reducing Barriers Manager will work with
CHD Local
Implementation Team Evidence of
to progress heart failure | attendance at meeting
services through health | will be presented
Economy
Manager will work with Will be
Cardiac Network Lancs reviewed in light
& South Cumbria to of service
develop services specification
through network and action plan | March 2010
Evidence of in-reach to resolve
Manager will work with | will be supported by issues will be
clinical group for Care the number of in agreed with
Nearer Home Agenda hospital referrals commissioners
to develop services received
Manager to attend MDT
at East Lancs Hospitals
for joint co operation
Team will do in reach
(RBH) 2/3 times weekly
to take referrals and
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monitor on patients
referred to service

100% of staff in service | Evidence of PDP
will have received a annually for all staff
PDR and will have an
action plan in place

100% staff on entering | Evidence is available
the service will receive | in personal file of

a clinical induction induction programme
package and being undertaken
completed this within 4-

6 months

100% HF CNS will Financial plans for the
have received service evidence the
additional training in HF | amount allocated for
Management training

100% staff have current | Job descriptions and Annual report

Improving Productivity | job description and KSF outline part of will provide
. . March 2010
KSF outline PDP process evidence of all
staff indicators
100% staff will be Evidence of CRB
screened for enhanced | check in personal
CRB when entering the | folders
service
100% registered staff Evidence of NMC
will have up to date registration in personal
NMC registration folders
90% of clinical staff will | Evidenced in PDP
be non-medical
prescribers
90% of clinical staff will | Evidenced in PDP
have undertaken
advanced
communication skills
training
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The service will act as
an educational
resource for health
professionals

100% of staff within the
HF service who can
demonstrate an
increase in
competencies in
respect of the following:

Clinical skills, ECG,
phlebotomy

Specialist knowledge of
management of chronic
heart failure

Specialist assessment
skills

Care planning

Teaching and
assessing skills

Long Term conditions
knowledge

Assess, advise, monitor
and evaluate patients
on physical activity
exercise programme

Independent
prescribing

The service will act as
educational resource
for community services,
GP practices, DN’s

Number of educational
events supported by
HF Service

PDP will evidence
increase in skill base

The service will

Access maintain a ‘No waiting L : Action plan will
C g Waiting times will be
List’ status be undertaken
reported on a quarterly with
New patients will basis commissioners Quarterly
receive an appointment to resolve any
within 3 week period or breach
sooner if appropriate
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100% of patients will be
on ACE inhibitor or
AlIR unless indicated

100% of patients will be
Beta Blocker unless
indicated

100% will be reviewed
at the minimum 6
monthly

100% of GP will
receive a management
plan re their patients

Annual report from
service will report on
all elements

Action plan will
be undertaken
with

Care Management ost discharge rapidl commissioners Quarterly
P Narge rapidly” | Clinical audit will be
communicated to resolve any
undertaken to ensure
. . that quality indicators breach
100% patients will be .
. are being met
considered under
Mental capacity Act
100% patients are
assessed by a
registered nurse
100% patients admitted
to caseloads will have a
plan of care
Outcomes As above
Additional Measures
for Block Contracts:-
Staff turnover rates 10% From ESR Action _Ple_m with Quarterly
Commissioner
Sickness levels 6% From ESR Action 'Ple'm with Quarterly
Commissioner
Agency and bank Action Plan with
spend 10% Budget statement Commissioner Quarterly
Contacts per FTE 100 Invoices from Air Action Plan with Quarterly

Products

Commissioner

Activity Performance Threshold Method of Consequence Report Due
Indicators measurement of breach
Initial Assessments 100% Spreadsheet/individual Flngnual and Quarterly
assessments patient safety
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Spreadsheet/

Financial and

i 0,
6 monthly Reviews 100% individual assessment | patient safety Quarterly
12 monthly Reviews 100% Spreadsheet/individual Fm_anual and Quarterly and
assessment patient safety Annually
. Quarterly and
Capacity for . : Financial and daily when
assessment and 800 patients Patient count ; o
. patient safety capacity is
reviews i
achieved

9. Continual Service Improvement Plan

The service will produce an Annual Report and Annual Audit with accompanying Action Plan for service

improvement

10. Prices & Costs

10.1 Price
Basis of Contract Unit of Price Thresholds | Expected Annual
Measurement Contract Value
Block/cost
&volume/cost per £ £
case/Other *
Total £ £

*delete as appropriate

10.2 Cost of Service by commissioner

Total Cost Co- Associate PCT Associate PCT Associate PCT Total Annual
of Service ordinating | Total Total Total Expected
PCT Total Cost
£ £ £ £ £ £
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Service Specification No; Revision No: Date of Specification Last Review Date
3 February 2009 16/2/2011
Name of Service
Heart Failure Nursing Service

Provider

East Lancashire Hospitals Trust

Provider Service Manager

Is this or, an element of this | o5 /7| If yes Please provide Details
service, delivered by
another service area or
different provider? Please No [/
tick as appropriate
Is this a revised Yes /7 If yes please provide bullet
specification? point detail of the service
delivery differences,
No /7| outcomes and financial
changes that will result.

Financial Value of the Breakdown of Financial Additional Financial Year
Service Financial value Reduction? Costs?
Name of Susan Warburton Signature St loa
Commissioning
Manager

Date 16/2/2011
Name of GP Lead Signature

Date
Name of Finance Signature
Manager

Date
Name of Contracting Janet Dodd Signature
Manager

Date 25/02/2011
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