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Case for change Goal
There is variation in the way that care is delivered to patients admitted with a primary diagnosis of heart To provide coordinated, equitable access and patient
failure in the Greater Newcastle Sector. centred Heart Failure (HF) care for people in Greater
Newcastle Sector (GNS), transitioning between acute and
primary care.

Objectives

| Reduce Length of Stay for patients admitted

Clinical Lead with HF by 10% from 6.2 days to 5.6 days
Local research within HNELHD discovered a A service review identified opportunities HNELHD strategic plan has a vision by October 2020

high incidence of readmission and to improve the model of care and improve “healthy people — now and into the e
mortality in people with Heart Failure over the outcomes for patients with Heart future” - keeping people healthy and in
a 10 year period.(1) Failure.(2) the community providing world class

clinical services with timely access and

effective infrastructure.(3)

The research, service review and strategic vision for HNELHD showed that there was an opportunity to Improve the experience for

strengthen the relationship between acute, community and primary care and enable innovation to minimise carrs Heart Failure patients transitioning
from acute facilities to community

clinical variation and waste.

Reduce 28 day readmission rate for HF
only primary diagnosis by 10% from
5.6% to 5.0% by October 2020

Method The New Journey for People with Heart Failure in Greater Newcastle Sector

This project is being developed in line with the
Centre for Healthcare Redesign Methodology
supported by the NSW Agency for Clinical

Innovation
[ DiagnosticsActviies |

GP/Primary Health: GPs, General Medicine and Inpatient Multidisciplinary Staff:
Practice Nurse- Nurse Cardiology Staff Pharmacist, Dietician, NUM,
Practitioner, Community Nurse Specialist Process HITH Assessment Nurse, End
Care Coordinator, Community | Mapping Workshop (n=7) of Life Nurse Practitioner,
Pharmacist Physiotherapist
Process Mapping Workshop Process Mapping Workshop
(n=9) (n=10)

Patient Journey with Heart Failure Service
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Emergency Department

Pre-Discharge Pre-Discharge DISChErEEd
Planning B/C Assessment PSC | Home

Post Discharge Post Discharge i _ L Aszessment for Supportive PC Follow Up
Interaction Interventions High Risk Care Monitoring | Services | Discharge

Inpatient - Patient Stabilised

Patient Interviews Staff Interviews Root cause analysis workshop
(n=10) (n=10) (n=4)

Acute Inpatient Setting

GP HF PENCAT Baseline data collection Medical File Audits
data extraction (LOS and 28 day readmission) (n=30)

HNELHD research publication December 2017:
‘Outcomes following Heart Failure Hospitalisation in a
regional Australian setting between 2005 and 2014’1

Solution ‘Brain Storming’ Workshop Staffinterviews

HNELHD Heart Failure Service
Review 2017

Community

Team Workshop Literature Review
Benchmarking Patient Consultations

Diagnostics i 2 | Results
In 2017 1008 patients were admitted with sy Integration: Increasing use of the Community Heart
primary diagnosis of Heart Failure. ' Failure HealthPathway at start of the project then

Only 26% of these patients were managed by sustained over time following the revision in July 2018
the current Heart Failure Service provided by ® More rialda o Efmaville as shown by the below trend line.
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Julie Rutherford: Julie.Rutherford@hnehealth.nsw.gov.au

Heart Failure Service Model  Heart Failure Discharge Plan Health Pathways _ . )
Cardiovascular Investigation form changed to pink on Community Telephone support service Development & Integration Community and Hospital Marika Mackenzie: MMackenzie@hneccphn.com.au

HealthPathways as this is how it is recognised in Acute Facility HealthPathway Rachel Sales: Rachel.sales@hnehealth.nsw.gov.au

Conclusion

This project resulted in a redesign of the existing HF services to provide coordination of care access across both acute and community using a telehealth model. The approach
aims to optimise the patients care in hospital and provide navigation on discharge to ensure the patient is connected to appropriate services in the community.
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