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The Three-Phase Terrain of Heart Failure Readmissions.
D Akshay. Circulation Heart Failure 2012; 5:398-400
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@ ESC Recommendations on lifestyle management

Surapeaan Soclety
of Cardokgy

Improverent of lifestyle factors in addition ..
to appropriate pharmacological management is

recommended.! B 122124148153

Cognitive behavioural interventions are rec-

ommended to help individuals achieve a

Exercise-based cardiac rehazbilitation is recom-
mended as an effective means for patients
with CCS to achieve a healthy lifestyle and

Involvernent of mmdisdplnry healthcare pro-
fessionals (e.g. cardiologists, GPs, nurses, dieti-
cians, physiotherapists, psychologists, and

Psychological interventions are recommended
to improve symptoms of depression in
patients with CCS.'**"7

2019

gorci | European Heart Journal Supplements (2021) 00, 1-128
MNaugerd



@ESC

woens Multidisciplinary interventions recommended for the
management of chronic heart failure

Recommendations

It is recommended that HF patients are enrolled
in a multidisciplinary HF management pro-
gramme to reduce the risk of HF hospitalization
and mor‘talrty 309,314,315.316

Self-management strategies are recommended

to reduce the risk of HF hospitalization and
mortality.”®’

Either home-based and/or clinic-based pro-

grammes improve outcomes and are recom-
mended to reduce the risk of HF hospitalization
and mortality.*'%*"




After good care in the acute phase we need to
think to increase care during chronic phase.

Change management
in chronic care

@ bt hetps: /doi.org/ 10.1016/3tem.2022.01.015
Mawger 1050- 17380 2022 Elsevier Inc. All rights reserved
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Frailty: a new vital sign in heart failure comes
of age Graphical Abstract
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Frailty in patients with heart failure: causes and conseguences

" =
.o Comorbiadities

Identifying those HF patients who are

- ""m‘ Sioase * Arasnu

. . H fail d
frail also allows us to tailor follow-up « Kidowy Suasse o Covenwry diases -
. . . « Dabetes mebrin * Respiratory dsease
(after hospitalizations, emergency TG | A Thoveid e
- . « inflarvratory conditione  « Chrarke povn
department VISItSZ or clinic encounters) e T K
and target transitional care (such as * Cogntive impuurmmrt » Miscdodaital dasiie Fraky i common ia beart fhare
virtual hospitals at home), specialized 3 Ao
clinics, and other adjuvant TSR
nonpharmacological interventions most o Fooe masition :
appropriately towards our highest risk ol e w——————
. M . . of geoeri or hears fulgre
patients. However, this highlights - - ' by
. . -~ (,\'-lt&’.ll.‘ 4 ll'(‘L'\
another research need in the field: the
. . L. « Cellubr sencscence
evidence base for individual and health « Meochcndial eptinction
. . . » Neurcdegeneration
system interventions to manage frailty « Hormanal deficancies

and improve outcomes is limited at this
time, although it is a field of active
study.

Fraky ® prtierts with heart fabore: From Guses 10 comseguences,

Scermna

Mo geri

@)*’ | European Heart Journal (2023), 44, 4445-4447 . https://doi.org/10.1093/eurheartj/ehad559



Single Disease/Condition oriented approach

Fragmentation within the single service and between different services

,?,\

ultiple treatments, decision making based on guidelines
Disease itten predominantly on studies excluding multimorbidity ASSSss
impact patients t impact

L

Drugs, non-pharmacological therapies,

-

check-ups, self-management, etc.

Keun

Qo | Modified from Cartabellotta A et al. Evidence, 2016; 8 (10): e1000154
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Multimorbidity oriented approach

Interaction between
pathology/conditions, related
treatments and their impact

on quality of life

Benefits and risks of clinical
guidelines developed
for individual pathologies

Disease 2

Improving the

coordination
between welfare
services

Disease 4 Patient needs,

treatment options, health
priorities, lifestyles and
personal goals

Disease 1

Disease 3

Improving the quality of life by reducing
the impact of treatment,
adverse events onset
and unscheduled health interventions

| Modified from Cartabellotta A et al. Evidence, 2016; 8 (10): e1000154



wwnsise Comparative effectiveness of
@ESC transitional care services in
patients discharged from the
hospital with heart failure: a
systematic review and network
meta-analysis

Harriette G.C.Van Spall'2, Tahseen Rahman?, Oliver Mytton3, Chinthanie
Ramasundarahettige', Quazi Ibrahim|, Conrad Kabali4, Michiel Coppens®, R.
Brian Haynes?, and Stuart Connolly'

IDepartment of Medicine, McMaster University, and Population Health Research Institute, Hamilton, ON,
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Canada; 3MRC Epidemiology Unit and UKCRC Centre for Diet and Activity Research (CEDAR), University of
Cambridge School of Clinical Medicine, Cambridge Biomedical Campus, Cambridge, UK; “Division of
Epidemiology, Dalla Lana School of Public Health, University of Toronto, Toronto, ON, Canada; and
5Department of Vascular Medicine, Academic Medical Center,Amsterdam, the Netherlands
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@\ I | European Journal of Heart Failure (2017) 19, 1427—1443. https://doi.org/10.1002/ejhf.765
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Table 2 Risk estimates for the outcome of all-cause
death derived from network meta-analysis and
conventional pairwise meta-analysis

Table 3 Risk estimates for the outcome of all-cause
readmissions derived from network meta-analysis and
conventional pairwise meta-analysis

Treatments

Usual care

Education alone

Pharmacist interventions
Telemonitoring

Telephone support

Nurse home visits

Nurse case management
Disease management clinics

Network
meta-analysis
relative risk
(95% Ci)

1.00

0.99 (0.40-2.46)
0.82 (0.56—1.20)
0.90 (0.68-1.19)
0.82 (0.62—-1.08)
0.78 (0.62-0.98)
0.86 (0.71-1.05)
0.80 (0.67—0.97)

Direct
comparison
relative risk
(95% CI)

1.00
1.19 (0.30-4.74)
0.83 (0.53-1.30)
0.89 (0.56—1.41)
0.79 (0.61-1.02)
0.85 (0.73-0.99)
0.84 (0.77-0.93)
0.71 (0.55-0.90)

Treatments

Network
meta-analysis
rate ratio
(95% ClI)

Direct
comparison
rate ratio
(95% CI)

Usual care

Pharmacist interventions
Telemonitoring

Telephone support

Nurse home visits

Nurse case management
Disease management clinics

1.00
0.90 (0.68—1.20)
0.82 (0.62-1.08)
0.86 (0.64-1.15)
0.65 (0.49-0.86)
0.77 (0.63-0.95)
0.80 (0.66—0.97)

1.00
0.90 (0.63-1.28)
0.76 (0.47-1.23)
0.94 (0.79-1.13)
0.64 (0.40-1.03)
0.75 (0.57-0.99)
0.77 (0.67-0.88)

Cl, confidence interval.

Cl, confidence interval.
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Mortalita

Treatment Random Effects Model RR 95%,-Cl
Disease management clinics — 0.80 [0.67; 0.97]
Education alone 0.99 [0.40; 2.46]
Nurse case management — 0.86 [0.71; 1.05]
Nurse home visits —— 0.78 [0.62; 0.98]
Pharmacist interventions — = 0.82 [0.56; 1.20]
Standard care 1.00
Tele-monitoring —8— 0.90 [0.68; 1.19]
Telephone support — 0.82 [0.62; 1.08]
f I
0.5 1 2

All cause mortality RR

Figure 2 Comparative effectiveness of transitional care services in reducing all-cause mortality after hospitalization for heart failure. Results
of the network meta-analysis are depicted in the forest plot. Cl, confidence interval; RR, relative risk.

@ ':k’,,, | European Journal of Heart Failure (2017) 19, 1427-1443. https://doi.org/10.1002/ejhf.765
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Reospedalizzazioni

Treatment Random Effects Model IRR 95%.-Cl
Disease management clinics  —— 0.80 [0.66; 0.97]
Nurse case management —— 0.77 [0.63; 0.95]
Nurse home visits —— 0.65 [0.49; 0.86]
Pharmacist interventions — T 0.20 [0.68; 1.20]
Standard care 1.00
Tele-monitoring —— 0.82 [0.62; 1.08]
Telephone support —— 0.86 [0.64; 1.15]
| l
0.5 1 2

All cause re-admission IRR

Figure 3 Comparative effectiveness of transitional care services in reducing all-cause readmissions after hospitalization for heart failure.
Results of the network meta-analysis are depicted in the forest plot. Cl, confidence interval; IRR, incident rate ratio.

@ o | European Journal of Heart Failure (2017) 19, 1427-1443. https://doi.org/10.1002/ejhf.765
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THE LANCET Safety, tolerability, and efficacy of
up-titration of guideline directed medical
therapies for acute heart failure
(STRONG-HF): a multinational,

open-label, randomised, trial
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Gerasimos Filippatos ’, Marco Metra é, Piotr Ponikowski ’, Karen Sliwa '°, Adriaan A Voors ',
Christopher Edwards?, Maria Novosadova 3, Koji Takagi®, Albertino Damasceno'?, Hadiza Saidu'?,
Etienne Gayat'*, Peter S Pang ', Jelena Celutkiene '*, Gad Cotter '

'Université Paris Cité, INSERM UMR-S 942 (MASCOT), Paris, France

2Department of Anesthesiology and Critical Care and Burn Unit, Saint-Louis and Lariboisiére Hospitals, FHU PROMICE,
DMU Parabol, APHP Nord, Paris, France

3Momentum Research, Durham, NC, USA

"Emergency Institute for Cardiovascular Diseases “Prof C C lliescu”, University of Medicine “Carol Davila”, Bucharest,
Romania

SAPHP Nord, Department of Cardiology, Lariboisiére University Hospital, Paris, France

®Estudios Clinicos Latinoamérica, Instituto Cardiovascular de Rosario, Rosario, Argentina

’National and Kapodistrian University of Athens, School of Medicine, Attikon University Hospital, Athens, Greece
8Cardiology, ASST Spedali Civili, Department of Medical and Surgical Specialties, Radiological Sciences, and Public Health,
University of Brescia, Brescia, Italy

Department of Heart Diseases, Wroclaw Medical University, Wroctaw, Poland

"°Division of Cardiology, Department of Medicine, Groote Schuur Hospital, University of Cape Town, Cape Town, South
Africa

"Department of Cardiology, University of Groningen, University Medical Centre Groningen, Groningen, Netherlands
"ZFaculty of Medicine, Eduardo Mondlane University, Maputo, Mozambique

"*Murtala Muhammed Specialist Hospital, Bayero University Kano, Kano, Nigeria

"“Department of Emergency Medicine, Department of Medicine, Indiana University School of Medicine, Indianapolis, IN, USA
15Clinic of Cardiac and Vascular Diseases, Institute of Clinical Medicine, Faculty of Medicine,Vilnius University,Vilnius, Lithuania

Lancet (2022) 400, 1938-5. https://doi.org/10.1016/ S0140-6736(22)02076-1

J Nauged



HON bnneraity care grove Ussall caee grovp

ElNore 3 Nore

I Lo thuey halfof 2 bdl cptaral dove [ Lo than hedf of « Al optirmad done
B 0l 1o less thur a Il optiend dose T MO 10 fess than 3 Tl options! dose
I Pl oprienal dese o mose R FulogOmad dose or more

ALE mhbign, ARE, Pakockers MR eerakcuiond
or AN inhbiiners A e 2 SR
B — S—

100+

90

204

204

0

Propor tioe of pathenis (%)
3
't

o

‘f&
e

04
ﬁf & &

v

s & P
J‘:.* & &
Y.

N

Stucky tarepoent

Flgure 3: Ceal geideline-ds d machcal thacapiec for seart Falure pesciribed, in high- ietancity care and
wsual care geop by visie

Full Ot e goses For s rea et dve ven s the appetafin (p 5] ACE «arwghOeesdo COfmperTing eritgree
ARE-ang otensn receptor blocks. ARN-angicteran receptornepedsin

High-intensity care  Usual caregroup  Adjosted p valoe
group (n=542) (ne536) treatment
effect (95% <1y
(Cormimued from previoos page)
NT-pecBNF, pofmlLY
Baszeline 32584 31592
(30275103432 8) (2995410 ]3320)
Day 90 13566 17395
(12231ta1504:6)  (15596101917.9)
Adju=ted ratio of geometnc 0435 564 o077 00003
means (067 e 0-89)9

Do ave n (%), 1N (%), meon (SD), ockusted meanchange (SE), or geometric mean dhang e with 5% G [shown for
NT-proBtiP), unless otherwise Indicated. cGFR=estimated ghoaneridar filtation rate. LYEF-left ventricular epection
fracticn. KT peolBNP=N-tesminal pro-& type natriurete peptide. NVHA=New Yod Heart Assocation *Least square
maeans [5E5) and e dfernnce (96% I} vstisratod bacod on an ANCOVA model with Seed teoms for taarment,
LVEF (<40% w5 240% ], grogtaphical segion, and baseline vale 1Pmmary oechenia scale O compiete shusncs of shin
dentation with mild digital pressure in dll dependent moas 1+ ndertation of shinthat resobood over 10-154. 2+
ndentationof sor i sagly created with limited pressure and decppears diowly (15-30 5 or morel; and 3+ large areas
of | ndanzation sasily producod and show Lo rasobe [~ 30 5). ITiatment effoct prsantad a5 Masd. Whitney odck
stratfed by LVEF {xd0% 18 »40%), geogephical segion, and hasdine vk, p value from van Elteren’s test stat ified by
LVEF {280% v3 >40%), geogrephical segion, snd basefine vadwe: s Maro-Whitrey odds wafue of >1-0 favours high-
faterslty sare. SNcoe. no ale after dearing with coughs rakes «0/3. mcist or dey rdfes heard i fowes third of oo or
Beth g fields that penit sltor cougiy 17310 2/3: muoist o dry rales heard throughoot the lower half to twa-thinds of
one ot both lung fiedds; and »2/3 moist or dey Giles heasd thisughaut both lung fiekds 9Geometrc mean (95% )
prmented ot sech visit; adirted rtio of geometric means represents the ratia of the post-basefine value over the
Baseline value foom an ANCOVA model of the hog transformied NT pro@NI with fisced tesms for beatiment,

LVEF (340%v5 = 40% ), goographical mgion, ard baseline log transformed NT-pmlNe vl Tratment affect
ropeesonts tha ratio of the ratios i the two treatment grougs adjustad for the cpecifiod covariato.

Tedle 2: Vital signs, signs and symptoms of heart fsilure, and laboratory measures (exploratory outcomes)

heon)

Pl | Lancet (2022) 400, 1938-52. https://doi.org/10.1016/ S0140-6736(22)02076-1
Nangeci




High-intensity cane group Usual care group Adjusted tratiment Adjusted risk ratio pvalue
(n=542) (n=536) offoct (55%.C1) (a5%cl)
Primary endpoint
ANl-cawne desth o beart falloee readmitssion by 7506 (15:7%) 109502(Z33%) 81(2910132) 066 (050t0 0 86) 00021
day 180°
Secondary endipoints
Change from haseline to day 90 in EQ5D VAST 1072083 7222(090) 34017410 524) NA 00001
Mi-cause death by day 180° 3I5(506 (B5%) 481502 (100%) 161-23t054) 034(056t0126) 042
All-cavso death or hoart faluse readimiion by 55104 72(138%) 34 -0ata2 Q73105310102) 0081
day90°
Cardiovasoulan death by day 180° 32/506169%) 441502 (53%) 24+12%61) 074(047ta116) 015
Cardovasctar desth by dow 90° 1733%) BS54%) 21(-03tc46) 060(033t01.09) 0086
All-cawne death by day 90° 23{43%) (ST 1411204 0) G76(045t0129) 028
Heart falure readimission by day 180° 4706 (95%) 74502 (17 2%} 76(30ta121) 056{030taD81) 00011
Hoart adun readiméssion by day S0* BN 4B [95%) 15(-08ta5E) 047{0-43t0104) 013
Hnkebtein-Schoenfeld hisrarchical composites 128113 to 1 46) NA 00002
Propaticn of comparisars where group supaio  404% 194
Propartion of comperisons where geougs are tad jo2% NA
Sensitivity analyws
All-canne death or hoart failwa soadmission by £5/506114.1%) 1081502 (21.0%) £9(39t0140) 061/046tnD8) 00008
duy 180, excuding COWID-19 dasths*
Al-cavse death by day 180, exciuding COVID-19 33506 (7-1%} 47/502(38%) 27(-10ta6 4) 072{047tol12) 015
deaths”
Detaare o jadgunted Kgpiln -Moter %L N ddowr-weghted adented Kaplan-Meier %L o mesn (DL urdexs otherwise stated. For LE2-day cutconees, sewlty for ptients incohort 1 are down woghted
propectons to hdfits smple suw. For 90-day enhort 1 hily mecdrind. IVEFsloft vanbncidar spoction fraction. NAsaut sopficable. YAS sviveal anadogue scabe. "Wapliry Meter sabimated cumudet e ks
achuntind for LYET (£40r% v5.280%) and grographics! rgion ising Mante-Heemeel wesgies are shown for madh testmest grous Trestme©t effect o the sdjosterd sk difirere betwes teet mest groomn.
tAnaksh of changein EQ S VAS & birsad 00 Jvaiile data and eschudes patieats foom Momambigue because of the umavalka bibng of 2 ingustically vabdated taslation of the EQ-5D YAS in that cosntry
(b, arapnin rxchoabes me il from the bih-(rtaemuty caee grocp and o« 854 the fromt vl care groug). Statiston soe evtimtact from an ANCOVYA mede with fised leeen focbmatramt, LVEF (<40% w405,
geographical recion, and Bassdoe value. Treatment effec isthe adjpnted meandiflerence between teatment groups. 1 Treasment effect is the Mann-Whitney odds adjusted for IVEF (a0 w5 »d0% | and
grograptibial rogkon, using Marne -Hasrasl weights.  saleo cioalatod fom wan Etaen s tect staatifod by LVEF {e40% o >40%) and geograghical ragion, uwsing sedSed tdt woss A Mann - ahitney odds valoo
of «10 favours high-inteasty cave §oportion of 78646 total paliwise patent comparisons within sirat whare ouacome In gven treatmest group s supesor.
Table 3 Primary, secondary, and explomatory analyses

Lancet (2022) 400, 1938-52. https://doi.org/10.1016/ S0140-6736(22)02076-1

@&
Nauged



Multidisciplinary and proactive approach

7 Rerote Heslth and Edwcation Coaching

I Risk Factor Management

B Whole Person Care
~ Fitness and Function

Fig. 2. Key components of cardiopulmonary rehabilitation are vital to center-based and
home-based programs. These secondary prevention strategies incorporate elements from
risk factor management to whole person care to fitness and function. These interventions
are achieved remotely through use of information and communication technology.

i https//dol.org/10. 10168/ pmir. 2021 .07 004

& Phys Mad Rehabil Clin N Am 32 {2021) 263-276
unl
@ T | 1047-9651/21/Published by Elsevier Inc



Multidisciplinary Team

HEART FAILURE

Multidisciplinary team approach to heart
failure management

Impact of Interventions on All Cause Mortality In Heart Failure
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Algoritms and artificial Intelligence

@ ESC Eurcpace (2002) 24, 234-244

European S0Cely dei10.1093/eurcpaceleia170
of Cardiology

Combining home monitoring temporal trends
from implanted defibrillators and baseline
patient risk profile to predict heart failure
hospitalizations: results from the SELENE HF
study

What's new?

® In 918 patients with implantable defibrilators, we developed
and validated an algorithm to predict heart failure (HF)
hospitalizations using automatic, daily remote monitoring
without patient interaction

® Seven temporal trends contributed to the algorithm: diurnal
ard noctumnal heart rates, ventnicular extrasystoles, atrial
tachyarrhythmia burden, heart rate variability, physical activity,
and thoracic impedarce,

® To indvidulize predictive power of the algorthm, we testad
the combination of the temporal trends with a baseline risk-
stratifier (Seattle HF Model).

® The semsitwty of the algorithm (includng baseline risk-
stratifier) in predicting first HF hospitalizations was 65.5% with
a median alerting time of 42 days.

® False akert rate (069 por patient-year) and unexplained alert
rate (0.63 per patient-year) were remarkably lower than in
ather published algorithme, which may increase actionability of
alerts and reduce workioad for the attending physicians.

|y Eurcpace (2022) 24, 234-234
; doi 101093 /eurcpace/eiay170




Cardiac rehabilitation for heart failure:
‘Cinderella’ or evidence-based pillar of care?

Rod S. Taylor ® "%, Hasnain M. Dalal @ *%, and Ann-Dorthe Zwisler @ *¢7:

MROACSO Socal and Putdc Heakh Sciences Unit & Robartson Cestre for Buostatistios, School of Heskh & Wel Being, Clarice Pears Building, Universinp of Glisgow, Byres Rd Glgow G111
ETA, LIK; “Health Service Reseiech, Collego of Med tirm and Health, Lniversty oof Exster, Heastrow Rl Exster £X2 ATH, LK *Facuity of Health Sosnems and National leatrtte of Pulbi
Heath, Unisersity of Southorn Denrark. Studestrace 6. 1455, Copenhiggan, Demnark: SUrivorsty of Exeter Mecdcrt Sehool Ropal Cornwall Hosptal Truca, UK; “Privary Care Resoarch
Group Unieesty of Exstar Medieal Schea, St Luke's Camgua, Exster, UK. "Deopartimert of Cardiclogy, Oderne Usmervity Honprtal | B Whsslisens Vi 4, 5000 Odern C, Dervnark
REHPA, Vessergade 17, 5800, Nyborg. Denrark and "Deparument of Clval Research, University of Soutsern Dermmark Canpusve 35, DK-5230 Oderse M. Denmark

Abstract

Cardiac rehabilitation remains the '‘Cinderella’ of treatments for heart fallure. This state-of-the-art review provides a contemporary update on the
evidence base, clinical guidance, and status of cardiac rehabilitation delivery for patients with heart failure. Given that cardiac rehabilitation partici-
pation results in important Improvements in patient outcomes, Including health-related quality of life, this review argues that an exercise-based re-
habditation Is a key pillar of heart failure management alongside drug and medical device provision. To drive future improvements in access and
uptake, health services should offer heart failure patients a choice of evidence-based meodes of rehabilitation delivery, including home, supported
by digital technology, alongside traditional centre-based programmes (or combinations of modes, ‘hybrid’) and according to stage of disease and
patient preference.

@ fﬁ'm | European Heart Journal (2023) 44. https://doi.org/10.1093/eurheartj/ehad118
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Graphical Abstract

Cardiac rehabilitation for heart failure (HF) improves health-related quality of life and contributes to
reduced hospitalization and is Class | / level A evidence by international (US & EU) Guidelines

Despite this, referral to cardiac rehabilitation for HF is suboptimal and currently
ranges from 5% to 50% across countries

Cardiac rehabilitation should be the 5th pillar in HF management alongside drug and medical device provision

N —

IIDIIDIIHIIHIIF 110 001 1

fé Choice of cardiac rehabilitation delivery models (centre-based/home-based * digitally supported)
- should be developed and be available to patients in the future

(o

Corici | European Heart Journal (2023) 44, 1511-1518. https://doi.org/10.1093/eurheartj/ehad118
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Curve di sopravvivenza stimate dal
modello multivariato

Estmated survival curves - outcome alive / dead
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@ESC  owpmarmmeassemmns  HOW to optimize the adherence to a guideline-

ELropaan SoCEY hiysideiong 10109 Veurjoo ewac 204 & - .
o __ directed medical therapy in the secondary
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Adherence to

healthy lifestyle and guideline-directed medical therapies

Tgﬁ& European Journal of Preventive Cardiology (2022) 00, 1-18. https://doi.org/10.1093/eurjpc/zwac204
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Table 1 Take-home messages and consensus
statements

In the secondary prevention of CVD, it is crucial to optimize the
adherence to therapy since most CVD risk factors and lifestyle
measures are far from optimally controlled in many patients.
Considering the multifactorial process that can lead to
suboptimal adherence to treatment, secondary CVD prevention
should be deployed in a multidisciplinary setting or context.

In general, a low self-efficacy, poor health literacy and risk
perception, and certain psychosocial issues (e.g. depression,
anxiety, cognitive decline, poor social support and
socio-economic status) predict a low adherence to therapy.
Hence, these factors should be screened at entry of a secondary
prevention programme and targeted accordingly.

For each CVD risk factor or condition separately, additional
specific predictors for a low adherence to therapy are
established, and should thus be taken into account by healthcare
providers.

To optimize the adherence to therapy, it is important to work on

its five dimensions simultaneously, including: the patient, the
disease, the healthcare provider, the therapy, and the healthcare
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Provide additional psychasacial support in distress, depression and anslety
Optimaze health literacy

Empower the patient and increase the patient’s self-efficacy

The healthcare provider

Prowide cotrect, timedy and sufficient information

Optimize the patient’s risk perception

*Be with your therapy’

Actions on the five

dimensions of
adherence to therapy

The therapy

Prefer the poly-pill trestment

The disease

- Be aware of low adherence predictors in different diseases

Cansider graded therapy in multimorbidity
Prevent frequent change in therapy (in multimorbidity)

ummwmmmmm
Implement community-ased programs/interventions
Praper social media coverage can assst in therapy adherence

Intensify/increase the use of mhealth and e-health

Figure 1 How to optimize therapy adherence in cardiovascular disease.
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Collaborative chronic care model
implementation within outpatient
behavioral health care teams: qualitative
results from a multisite trial using
implementation facilitation

Jennifer L Sullivan"*"®, Bo Kim"?, Christapher J. Miller'?, A Rani Elvy™®, Karen L. Drummond®”’,
Samantha L. Connolly'?, Rachel P. Riendeau’ and Mark $. Bauer'”
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Table 1 Codebook of collaborative chronic care model elements, definitions, and examples

CCM element

Definition

support

=
Organization and leadership

Work role redesign

4 D

\ 7

p
Patient self-management
| support

Providing resources and involvement to the BHIP teams. It can come from various levels within the organization
including executive level leaders as well as more direct line supervisors and managers in mental health specialty care
services.

Example: dedicating time to BHIP team meetings and incentivizing attendance; celebrating BHIP team successes;
ensuring that BHIP teams are fully staffed and have access to the supports needed to enact the other CCM elements.

Providing care that anticipates patients' needs and preferences through redesign processes within an interdisciplinary
team structure.

Example: in many randomized trials, a care manager role is established to conduct phone-based assessments with pa-
tients, place reminder calls, and follow up after appointments to ensure continuity of care.

Enhancing Veterans' self-management skills to help them work toward wellness outside of treatment sessions.
Example: treatment contracts addressing self-management steps or coping skills for patients to use between
appointments.

-] Sullivan et al. implementation Science Communications (2021) 2:33
hitps//doi.org/10.1186/543058-021-00133-w



Table 1 Codebook of collaborative chronic care model elements, definitions, and examples

CCM element Definition

r

Provider decision support ] Making sure the treatment team or the providers have access to needed clinical expertise.
Example: provision of treatment manuals, medication algorithms, and streamlined access to specialty consultation (in
cases where there is a concern outside of their particular area of expertise).

\

7

Clinical information systems ] Using electronic/automated mechanisms to enhance evaluation and coordination of care, with an emphasis on caring
\ for patient populations or panels.

Example: a BHIP team may have an established registry or panel of patients for whom the team is responsible. Once a
registry is established, the team can track outcomes across the whole team's caseload to provide targeted feedback to
providers.

[ Community linkages ] Facilitated or systematic relationships outside of VA to support care delivery
Example: routine use of local or web-based peer support services located outside of the clinical setting (e.g., Alcoholics
Anonymous, National Alliance on Mental lliness)

OB hitos//dol.org/10.1186/543058-021-00133-w
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b Sullivan et al. implementation Science Communications (2021) 2:33
MNaugerd



* Methods

* Data

¢ EXPRnences

* Targets

* Needs

* Roles and
respanaatdities

* Service imtegation

‘o Empowerment of

conflict of interest

patents and communities
Siaiacebasia linais * Health and prevention education
i = Continuous ¢ o Edherence to treatment
. improvement . @ Stakeholders' empowerment
i @ Stakehoiders’ sharng — ;
: = Periormance * Sustainable sra
: tegy
» Sodio-eccromic . Empowearment e o Expectad mpact
i evalustion 047 Yol o [T cost cormnponent
i- Incheatons Pl ‘. * Reysahility
[. .\*
4 Sustanability
Evaluation l and scalability
e ..'.
: ". » Technology to suppor
the organuzation
Practice design Govermance - o Technology 1o suppont
the patents
l; ! . Spuadof Charv,)e
Education Interaction with |
and training other systems | e Interaction
MK o of eticalth Sy=tems
! e Empowerment . ._.' e L MSHCLEL
- of operators o T8 2®”
| @ Training plans Ethical
to support consideration
ntegration and Figura 2
connicted cave o Equall : :
SRS Lirronid Strumento Chrodis Plus. Azioni che vanno
® Transerandity without

dalla progettazione dell'intervento fino
alla sostenibilita/scalabilita,

(&)

[ u_llx
e
MNauged

Sullivan et al. implementation Science Communications
hitps//dol.org/10.1186/s43058-021-00133-w

(2021) 233



@ESC

Eurcpean Society
of Cardiclogy

Practical outpatient management
of worsening chronic heart failure
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Home monitoring in heart
failure: illusione o speranza?
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Fig. 2| The future of geriatric healthcare in the home setting. A vision of future
home-centered geriatric care, powered by digital technologies and devices.

A network of internet-connected sensors on the body and distributed around the
home, monitors the health conditions of older adults and transmits rich dynamic
data to cloud servers. The data are then analyzed by machine learning algorithms
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a meta-analysis
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Take Home Message

Home telsmonitoring systems can ald in outpatient management and lower all-cause mortality and heart falure hospitalzation rates
This type of monitoring should therefore be strongly considered and may be integrated into current heart fadure health care systems
woridwide.

A cmae monzby No. wodes Interwenoon Yondard of e Odutx raom [¥5X C) |
Non e asme 54 13711 412 13659985 . DAS [O.77. 0] L
Telsverstorng n 6564V ] . 091 o7, 1105) ™
Struured Aekpone sppart " TS0 o . 075 P43, 089) (3
Compien tebsscantaniog » 2002441 1292358 LI 008 074 1.05) ox
Irvave M 027239 S84 " €85 0. 1.06) S0%
Cardac ampiastible devcrs 7 awern o L OR4 [04s, 108] e
Arrayre W= ONvurTe o ey ? 33350 v - 096 P72 127] o
Tocal 0 19310 361 19015 209 -> 084 (077, 093] ux
Nooarsasve 9 1637468 646615 " .78 0.0, 0.86) WN
Teserrenstorng b ] 10083826 10913527 " 078 &7, 0a92) "
Uracnsed tubephoos sppart 11 @Sy I - 075 045, 0] [
Conmglen tebemannanng 4 eSS 120545 - oy 133 LY
Invauve " S623084 Wi - em o, 129 39
Coube orpdastive deswes " Q410 o - 093 0.9, 104] ™~
broawve re 4 S sme * : 0ss < 10v) %
Tocal 5 2010 352 2638883 - 081 (074 028} o
Non-neasve n 018 03389 | 282 00, 0.9¢) e
Teserroretorng 13 044 ean [ e 083 jos7. 1.02) m
Torcend telophoos sppent 3 03r o B : AN P 104] “ws
Coevglex tebemondning 4 01 o1 L] Q%8 P 131 3
Irvaarve i3] o388 029 . 2% jo 1.99) nx
Candax srdantibie dovees ? 01w 2195 - 098 0.2, 1.25) %
broasee tas— o < . s o84 [ B 078 P, afr) 2
Toeal M o 0.350 -~ O8RS 0% 09) nox

L il T T Favorrs mandud of cve =bp

Summary results for all-cause mortality, first heart fallure hospitalization, and total/recument heart fallure hospitalizations divided In Invasive home
teimmiwrltgsyswmwmwwmmmmmmwmfwsmmquawksamm“
intenval

| European Heart Journal (2023) 44, 2911-2926. https://doi.org/10.1093/eurheartj/ehad280



Conclusions

Our meta-analysis revealed that overall hTMS are effective
in reducing HFH and improve survival. Non-invasive hTMS
reduce all endpoints, whereas in invasive hTMS, only IHM
reduces recurrent HFHs significantly. Therefore,
telemonitoring should be strongly considered and may be
integrated in current HF healthcare systems worldwide.
For optimal impact, the implementation of hTMS should
ultimately be tailored to the individual HF patient and
based on compatibility with current healthcare systems.

@\ Gorc | European Heart Journal (2023) 44, 2911-2926.https://doi.org/10.1093/eurheartj/ehad280
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HEART FAILURE

Optimal postdischarge
management of chronic HF

» A personalized hospital-discharge programme,
founded on individuals’ needs and risk profiles, might
be the best approach to plan the follow-up care of
patients with chronic HF.

« Information and communication technologies will be
helpful to disseminate clinical information to all
health-care professionals in real time, and thus reduce
the time and duplication of procedures and improve
the overall care and health of patients.

« Telemedicine has been used to support integrated
care in the management of chronic diseases and, in
particular, to provide education to improve
self-management, enable information transfer (such
as by telemonitoring), facilitate contact with
health-care professionals (such as via telephone
support and follow-up), and improve electronic
records.
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EDITORIAL R Gt

How can multidisciplinary management with remote monitoring improve the

outcome of patients with chronic cardiac diseases?

Simonetta Scalvini®, Laura Comini” and Palmira Bernocchi

Standards for telemedicine need a continuous monitoring for accuracy in technology,
safety instructions and easy access for patients. Implementation of the system
should run in parallel with its standardization and harmonization, which are the key
issues for optimizing e-health and telemedicine.

An original research on the empirical foundations of telemedicine interventions for
chronic disease management [17] underlines that telemedicine changes the inputs
of the traditional medical care process, encouraging patients to manage their own
health; this could have a significant effect on outputs and could be translated into a
reduction in use of health services utilizations (hospital readmissions, readmissions,
length of hospital stay etcetera) and sometimes mortality.

The question is no longer whether disease management programs work, but rather
which type or component of disease management programs works best and
efficiently in the context of each healthcare system or country.

The current Information and Communication Technology and remote monitoring
system could provide an efficient mode for managing a growing number of complex
patients and promote a real integration between hospital-based care and home care.

| Expert Review of Medical Devices 2020, 17:3, 153-157
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Education & Proctice

Maugeri Centre for Telehealth
and Telecare: A real-life integrated
experience in chronic patients

Simonetta Scalvini MD'?, Palmira Bermocchi', Emanuela Zanelli’,
Laura Comini’ and Michele Vitacca®; on behalf of the Maugeri

Centre for Telehealth and Telecare (MCTT)

MM‘J
[melm

%)

c:>|.

Pre dire vy e shon
e

> Ban@
%m"é

W T

‘vl

Jowmal of T dicion snd Telecare
o) 1-8

5 The Audhor(s) 2017

Repeings and permbsions

sagepub 00 WojourndsPermsgons nay
DO 10.HTTIISTEIXITTIAT
journaks sagepub com'home'ix

SSAGE

Wisre 23 Murites B 2017

- -

Journal of
Telemedicine
and Telecare

Keun
CFnci
Sciermn

Naugerd



The Maugeri Model

From Hospital... ...To Home

Multidisciplinary management with remote
monitoring and telephone support

fail |

Trained and dedicated team, including specialists, GPs a

Patient and Caregiver

Videoconference and Teleriabilitation

Telemedicine Telemonitoring

Service Centre
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Maugeri Centre for Telehealth
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experience in chronic patients
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RESPIRATORY

General description

Objectives

Starting dates

Target population

Coverage
% of patients
discharged

Funders

Inclusion Criteria

SEVERE COPD & CRI

Reduce hospital
readmissions

10/09/2010

Chronic patients after
hospital discharge

25%

Lombardy Region

Patients in III-IV GOLD class

with in the last year at
least:

Hospitalization for COPD

in the previous six
months or
ER access for COPD or

New prescription of long
term oxygen therapy at

home
Starting of NIV

ALS/NMD

POST-STROKE

CHF

INTEGRATED AND MULTIDISCIPLINARY SERVICE:
a structured physician-nurse approach supported by telemonitoring

Continuum of
care/Palliative care

28/05/2008

ALS /NMD patients
after hospitalization

45%

Lombardy Region

All patients with ALS
- confirmed with the
El Escorial criteria
—-that were referred
to the hospital for
rehabilitation

Continuum of care

30/05/2009

Chronic patients after
hospital discharge

5%

Health Ministry
Research

1. At least one
hospitalization for
stroke within
previous six
months

2. Hemiparesis from
cerebral ischemia
or cerebral
hemorrhage with a
functional deficit .

Reduce hospital
readmissions

11/05/2006

Chronic patients after
hospital discharge

23%

Lombardy Region

Patient in II-III or IV
NYHA Classes

1. At least one
hospitalization for
CHF within previous
six months

2. LVSD with EF <40%
or 240% with
diastolic dysfunction

POST-CARDIAC
SURGERY

Alternative to
in-hospital
rehabilitation

11/05/2006

Secondary prevention

7%

Lombardy Region

1. Euro SCORE 2

between 0 and 5

2. No major

complications after
surgery, and

3. Haemoglobin value

8.5 g/dL.

4. Availability of a

caregiver at home.
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Case Manager:

Professionista che fornisce e/o
coordina i servizi sociali e sanitari,
per una gestione clinica di un target
di popolazione di utenti, come quelli
con scompenso cardiaco e
comorbidita, dall’'ammissione alla
dimissione, creando un modello
unico di assistenza centrato sul

singolo paziente.




Il Case Manager in telemedicina:

PAROLE CHIAVE:

0 Competenza:
conoscenza, abilita, comportamento
(modo d’agire)

0 Coaching:
attivita in cui si stimolano i processi di
crescita sia individuale che di gruppo

0 Counceling:

processo di interazione tra due persone
con l'obiettivo di far raggiungere al
paziente I'autonomia necessaria per
prendere decisioni personali o risolvere
problematiche che lo coinvolgono

Dalla dimissione attua strategie per
“allenare” (coaching) i pazienti con
patologie croniche allo scopo di fornire
loro:

Educazione
Motivazione
Supporto

Partecipazione attiva
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Ottimizzazione dell’aderenza ai trattamenti:
Il ruolo dell’infermiere CASE MANAGER

0 Educa il paziente e/o caregiver sulla natura della malattia, sui cambiamenti di stile di
vita richiesti e sulle realistiche aspettative dei potenziali benefici terapeutici

O Fornisce istruzioni sull’uso corretto dei dispositivi e aiuta i pazienti a comprendere
meglio i potenziali benefici dei trattamenti.

0 Offre consigli pratici sulla gestione delle molteplici terapie, aiutando il paziente a
pianificare le somministrazioni del farmaco personalizzando in base ai diversi stili di
vita.

0 Puo aiutare i pazienti al riconoscimento dei sintomi e a determinare se & necessario

una modifica del dosaggio di un farmaco (sempre in accordo con il team medico)

Per ottenere 'empowerment del paziente

kﬂm’d
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In questa relazione il paziente e sempre attivo e

partecipativo

0 La cura di sé e wun
processo decisionale
attivo, cognitivo,

deliberato che ci permette
di sostenere e migliorare
la nostra salute.

Nel contesto delle
malattie  croniche, il
processo «cura di sé» puo
essere diviso in due
categorie principali:
mantenimento e gestione




Self care management

[0 Siriferisce ad un processo di monitoraggio di routine dei parametri vitali, dei

sintomi e dell’aderenza alla terapia

[ Va oltre I‘aderenza al trattamento indirizzando la valutazione ed il
riconoscimento del sintomo, le successive decisioni da prendere e |I'eventuale

trattamento.

0 1l goal é rispondere al sintomo prima che si abbia un peggioramento e

I'ospedalizzazione.




Fase Intra-Ospedaliera

SEGNALAZIONE/
VALUTAZIONE

0 Anamnesi e valutazione dei criteri d’inclusione
0 Terapia farmacologica

0 Contesto sociale e familiare

0 Esami strumentali / visite specialistiche eseguite

INIZIALE

DEFINIZIONE
OBIETTIVI

[0 Come prevenire eventi

0 Collaborazione con i vari specialisti (medico, nutrizionista,
terapista, ecc)
O Rilevare criticita del paziente

~

SEDUTA

0 Presentazione del progetto/CONSENSI
0 Prevenzione / suggerimenti pratici

0 Corretto stile di vita (es. alimentazione equilibrata, attivita
fisica, ecc
0 Consegna diario infermieristico/brochure/dispositivi

EDUCAZIONALE
1

SEDUTA
EDUCAZIONALE
2

0 Chiarimenti eventuali dubbi

0 Importanza monitoraggio PV/ riacutizzazioni/ criticita

0 Programmazione 1° contatto telefonico / videoconferenza
0 Consegna eventuali dispositivi
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La seduta

educazionale

IL MOMENTO IN CUI SI CREA UN
RAPPORTO FONDAMENTALE DI
FIDUCIA TRA INFERMIERE E
PAZIENTE/CAREGIVER, UN'ALLEANZA
TERAPEUTICA
FONDAMENTALE PER RAGGIUNGERE
L'OBIETTIVO:

IL BENESSERE DEL PAZIENTE
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CONTATTI PROGRAMMATI

CONTATTI PROGRAMMATI /

IN PRESENZA DI EVENTI/

COMPILAZIONE DELLE SCHEDE

OCCASIONALI

INSTABILIZZAZIONI

CONTATTI /

Fase Domiciliare

Verificare Terapia farmacologica ed educazione alla terapia
Concordare con pz/caregiver la data del contatto telefonico programmato
Programmare esami strumentali / visite specialistiche di controllo

o I e I o R s [ |

Controllo parametri rilevati/stabilizzazione patologia

Collaborazione e condivisione obiettivi comuni

Come prevenire eventi

Collaborazione con i vari specialisti (medico, nutrizionista, terapista, ecc)
Rilevare criticita del paziente

R e I s [

|

VALUTARE SEGNI E SINTOMI

Applicare linee operative

Accorgimenti stabilizzazione patologia, evitare / gestire riacutizzazioni
Importanza monitoraggio parametri (PA, FC, SATUR, DIURESI, PESO,
ESPETTORATO, ecc)

Rilevare criticita

Contattare lo specialista di riferimento/MMG

0 Rinforzo educazionale

0 Chiarimenti eventuali dubbi

0 Modifiche/inizio nuova terapia /richiesta esami ematici/strumentali
0 Programmazione contatto telefonico / videoconferenza

TELEMATICHE 0 VERIFICA APPRENDIMENTO/ADERENZA
b
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La videoconferenza: come ci si approccia al

LN

paziente?

[0 Con l'ascolto (domande aperte)

[0 Spronando il paziente a scegliere attivamente

[ Definendo o ridefinendo gli obiettivi

[ Utilizzando strumenti per promuovere
I'adesione

[ Con I'empatia

[l Sostenendo I'autonomia del paziente

[ Con rinforzi positivi sui punti deboli dei pazienti

(E’ aderente alla terapia? E’ aderente al regime
dietetico? Fa attivita fisica) RIEDUCAZIONE
SANITARIA
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Educazione sanitaria al paziente:

ADERENZA-ALFABETIZZAZIONE AL REGIME TERAPEUTICO E
ALLATTIVITA’ FISICA

Consigli sulla terapia farmacologica:
effetti

dosi ed orari di somministrazione
effetti collaterali

O O &8 O .3

autosomministrazione
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http://www.ordinemedici.como.it/farmaci-01.jpg

Valutazione finale
e visita
specialista:

Fase Follow-up

1Verifica nei 6 mesi del percorso

1Esecuzione degli esami strumentali e questionari come da percorso

1Ulteriore rafforzo educazionale al paziente e/o al caregiver, valutazione
obiettivi raggiunti e non

1Compilazione database

1Archiviazione documenti




La tecnologia a
supporto




Elementi chiave: cartella clinica ospedaliera
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Monitoraggio dei parametri vitali a distanza

Piattaforma online per il
monitoraggio e I'analisi dei
parametri vitali del paziente da

parte dei clinici.

Devices portatili che
comunicano tramite
tecnologia wireless
con lo smartphone.

App per la gestione dei
dati e la comunicazione
con i clinici.
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CardioDial
contenente una SIM

1. Registrazione

del tracciato 2. Invio del tracciato
tramite rete Internet

o

| problemi:
* Rete mobile (& stato necessario utilizzare una SIM in roaming); 3. Ricezione del tracciato su
* Impossibile da usare durante le attivita della vita quotidiana. piattaforma web
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ECG portatile Hi (H&S)
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Alla registrazione eseguita il
04/03 durante attivita fisica si [P
presenta un tratto (dalle 51
09:13:30 alle 09:16:26) di
tachicardia a QRS larghi (TV?
Flutter atriale a conduzione
aberrante? FC max 205 bpm alle
09:15:55) per cui si contatta
paziente che riferisce episodio di '«
astenia e comparsa di scotomi ;
luminosi durante attivita fisica
per cui si & dovuto fermare per

circa 10 min. Tracciato visionato L /Wm'ﬂ"wd

dalle cardiologhe di riferimento  « o 0
che contattano I'aritmologo che IMM
consiglia ricovero per il '
08/03/2023 per le cure del

caso.
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Fattori di successo

Non improvvisarsi

Definire il team
multidisciplinare

Sviluppare un piano di lavoro
condiviso con le parti in causa,
con obiettivi semplici,
misurabili, sostenibili,
realizzabili, pianificabili
Garantire uno stretto
coordinamento e continuita
tra i professionisti, facilitando
la comunicazione.




