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	Statements
	NICE Costing  Implications


	Local Costing Implications 
	Associated NICE Guidance

	1 People presenting in primary care with suspected heart failure and previous myocardial infarction are referred urgently, to have specialist assessment including echocardiography within 2 weeks.
	Primary care presentation

It is anticipated that quality statements 1 and 2 represent a change in practice. It is estimated that the use of serum natriuretic peptides testing nationally will increase from

approximately 6% of all patients with suspected heart failure to 100% of patients with suspected heart failure without previous myocardial infarction (MI). Patients with suspected heart failure and previous MI will be sent straight for echocardiogram and specialist assessment within 2 weeks.

Changes to the diagnostic pathway may result in additional costs. Some or all of these may be offset by savings as a result of avoiding hospital admissions due to earlier diagnosis. The commissioning and benchmarking tool can be used to estimate activity levels and costs/savings locally.
	
	NICE CG 108 – Chronic heart failure

	2 People presenting in primary care with suspected heart failure without

previous myocardial infarction have their serum natriuretic peptides measured.


	
	
	

	3 People referred for specialist assessment including echocardiography, either

because of suspected heart failure and previous myocardial infarction or

suspected heart failure and high serum natriuretic peptide levels, are seen by

a specialist and have an echocardiogram within 2 weeks of referral.


	Assessment and diagnosis

It is anticipated that quality statements 3 and 4 represent a change in practice and that not all areas will be meeting the timeframes set out within the quality statements. Although the

timing of assessment will not affect the total number of echocardiograms and specialist referrals, there may be a cost impact in creating more capacity in the early stages.

Improved identification of people with heart failure and reduced waiting times for assessment will result in people being diagnosed earlier. This is likely to result in savings as

interventions can be put in place earlier, enabling the condition to be managed through primary care and outpatient appointments and avoiding costly unplanned hospital admissions.
	
	

	4 People referred for specialist assessment including echocardiography because

of suspected heart failure and intermediate serum natriuretic peptide levels are seen by a specialist and have an echocardiogram within 6 weeks of referral.


	
	
	

	5 People with chronic heart failure are offered personalised information,

education, support and opportunities for discussion throughout their care to

help them understand their condition and be involved in its management, if

they wish.
	Information 

The level of information currently provided to patients may not be sufficient. Where the provision of education can be incorporated into existing appointments with healthcare professionals there will be no cost impact. If alternative methods are required, such as information leaflets and/or an education and support programme, there may be associated costs.
	
	

	6 People with chronic heart failure are cared for by a multidisciplinary heart

failure team led by a specialist and consisting of professionals with appropriate competencies from primary and secondary care, and are given a single point of contact for the team.


	Management 

It is anticipated that this will be a change in current practice for the treatment and management of chronic heart failure in many localities. Where a multidisciplinary heart failure team is not available within a locality there may be a resource impact.

Expert opinion indicates that there is wide variation in the prescribing of angiotensin-converting enzyme inhibitors and beta blockers. The cost of prescribing in line with the quality statement will depend on current practice locally. As these drugs are estimated to be generic and low cost, it is anticipated that there will not be a significant resource impact. If optimal titration requires additional contacts with a healthcare professional, there may be an associated cost.

Low numbers of patients with heart failure are participating in cardiac rehabilitation and any significant increase in numbers is likely to result in investment being needed in current services in order to increase capacity. The commissioning and benchmarking tool can be used to estimate activity levels and costs/savings locally.
	
	

	7 People with chronic heart failure due to left ventricular systolic dysfunction are offered angiotensin-converting enzyme inhibitors (or angiotensin II receptor antagonists licensed for heart failure if there are intolerable side effects with angiotensin-converting enzyme inhibitors) and beta-blockers licensed for heart failure, which are gradually increased up to the optimal tolerated or target dose with monitoring after each increase.

	
	
	

	8 People with stable chronic heart failure and no precluding condition or device are offered a supervised group exercise-based cardiac rehabilitation

programme that includes education and psychological support.
	
	
	

	9 People with stable chronic heart failure receive a clinical assessment at least every 6 months, including a review of medication and measurement of renal function.


	Management 

In localities where people with chronic heart failure are not assessed regularly as part of current practice, there may be costs associated with increased appointments with a

healthcare professional.

Improved management of heart failure may reduce the number of unplanned hospital admissions, which could result in savings.
	
	

	10 People admitted to hospital because of heart failure have a personalised management plan that is shared with them, their carer(s) and their GP.


	Admitted patients

Where patients are not currently being provided with a personalised management plan this is unlikely to have significant cost implications. Costs will be determined by how

the management plan is delivered.

Where a multidisciplinary heart failure team is currently not available within a locality there may be a resource impact. The assessment of people discharged from hospital by a multidisciplinary heart failure team following an admission due to chronic heart failure is likely to have associated costs.
Improved management of heart failure through increased follow-up and discharging patients only when stable are likely to reduce the number of unplanned hospital admissions.
	
	

	11 People admitted to hospital because of heart failure receive input to their management plan from a multidisciplinary heart failure team.


	
	
	

	12 People admitted to hospital because of heart failure are discharged only when stable and receive a clinical assessment from a member of the multidisciplinary heart failure team within 2 weeks of discharge.


	
	
	

	13 People with moderate to severe chronic heart failure, and their carer(s), have access to a specialist in heart failure and a palliative care service.
	Moderate to severe chronic heart failure

Historically, end of life care has not always been available to all patients, and there is currently a drive to improve services. Where supportive and palliative care for people with heart failure is underdeveloped, additional resources may be required.

It is anticipated that at least part of the additional costs of providing improved care in the community and in care homes will be offset by reductions in hospital admissions and length of stay.
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