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Origins of the Service

April 2002 - Scheme commenced by British Heart Foundation to fund
posts for heart failure specialist nurses in hospital and primary care
trusts across UK.

September 2003 - Oxford City PCT submit successful bid to BHF.

By December 2004 - 3 WTE nurses in post across Oxfordshire
(funded by BHF and employed by PCT"s).

2007 : 2 turther wte nurses recruited (non BHE).

BHF funding ceased December 2007 but service continues and 1S now
part of CHO nursing and 2°¢ Tier services.
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Referral Criteria

Left Ventricular Systolic Dysfunction must be
confirmed by echocardiogram.

New York Heart Association (INYHA) classification
grade II1/1V.

Hospital admission with heart failure within last 6
months

Requiring palliative care for heart failure.

Non LLVSD patients will be considered if

cardiology support is present and if capacity
allows.
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yes

Referral from GP, secondary care, district
nurse or case manager

L Meets referral criteria. —_—

no

Current support available:-

HFN has
phone contact
within 5
working days

*Optimisation of medical therapy as
required with appropriate blood chemistry
monitoring

*Symptom management

*Lifestyle advice / education

HFN undertakes
home visit within
10 working days
for full physical /
social
assessment.

*Referral to other services / agencies as
necessary

*Psychological support to patient / carer.

Service input will be decided upon
individually after the initial visit

Suggest referral to
other service if
appropriate
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Patient held
record given to
patient including
HFN contact
details, NICE
guidelines, BHF
booklets as
appropriate.




Discharge from the
service is when:-

Optimum medical
therapy achieved or
maximum dose
tolerated

Care package in
place

Haemodynamically
stable

Maximum symptom
benefit achieved.

One visit for education only and
information giving

Several visits for titration of
medication or patient review
until optimum treatment levels
obtained or patient stable.

Patients who require close
monitoring during up-titration of
medical therapy will be
reviewed as required for as
long as required. This may be
via telephone or home visit.

Letter /e-mail, call
to GP / consultant
and any other
required parties
within 7 working
days of each
assessment.

Discharge summary
to GP /PN /DN/
case manager and
any other
appropriate involved
HCP with
recommended plan
for future
maintenance
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Methods of re-referral include :- patient or family
member self re-refer, GP, nursing or other HCP’s
can re-refer — a phone call or visit will be undertaken
to establish the input required and the outcome

communicated back to appropriate involved staff.
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How to make the referral?

Referrals for the CITY and NORTH go to fax 01865
402709

Referrals for SOUTH and WEST go to fax 01235
205556

Referral form (or)
Letter (or)
Telephone call

Ask receptionist to fax patient summary and list of
medications
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Who refers to us?

B Cardiologist, ORH / HGH

B Medical clinic

B Heart failure nurse, ORH

"GP

B CCU / Cardiology / ICD clinic / medical ward

® DN / case manager

® (GP must be aware)
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New developments

® 1 — 2 month trial aiming to identify all patients with
LVSD who are admitted to hospital with ACS.

® For patients with persistent LVSD at 6 weeks a letter
will be sent to the GP identifying the ejection fraction.

® Community heart failure nurses in city and south will be
able to support routine titration for these patients

through their clinics should GP’s find this useful.

® NYHA I and II may be considered for clinic review and
medication titration in city and south — this will be
reviewed at the end of the pilot.
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New Developments cont.

® Clinics established in Witney, Abingdon and
Oxford City —

® aim to support stable patients who require review or
ongoing support,

" to carry out routine up titration of ACE and beta
blockers on stable patients.

® The community heart failure nurse will carry out an initial
home visit then decide whether relevant for clinic visits.

B Previously mentioned ACS / LVSD patients if stable will
be seen through clinic — not home wvisits
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The Heart

bawn Walsh

HF HF Nurse Specialist
nit 1

5is Business Centre

el: 01865 402717
ob: 07867901 721
ax: 01865 402709

awn.walsh3@oxfordshirepct.nhs.uk

Ann Creedon

BHF HF Nurse Specialist
Abingdon Community Hospital
Administration Building
Marcham Road

Abingdon

Oxon OX14 1AG

Tel: 01235 205567
Mob: 07766258 196
Fax: 01235 205556

Ann.creedon2@oxfordshirepct.nhs.uk

Failure Team

Rebecca Newey (W,T,F)
Jackie Spillman (M,TH)

BHF HF Nurse Specialist
Abingdon Community Hospital
Administration Bui lding
Marcham Road

Abingdon Oxon OX14 1AG

Tel: 01235 208742
Mob(Rebecca)0777177 5627
Mob (Jackie)

Fax: 01235 205556

westheartfailure@oxfordshirepct.nhs.uk
rebeccaak@gmail.com

Jo Noble

HF Clinical Lead
Unit 1

Isis Business Centre
Pony Road

Oxford

OX4 2RD

Tel: 01865 402707
Mob: 07771825979
Fax: 01865 402709

Joanne.noble@oxfordshirepct.nhs.uk

ennifer Jay (M, T,W,F)
HF HF Nurse Specialist
Drchard Health Centre

Dxon OX16 2EZ

el: 01295 819170
ob: 07748954230
ax: 01295 819111

Ennifer.jay@oxfordshirepct.nhs.uk

Helena Masters (T,W,T)
BHF HF Nurse Specialist
Victoria House Surgery
119 Buckingham Road
Bicester

Oxon OX26 3EU

Tel: 01869 604081
Mob: 07748848612
Fax: 01869 604084

Helena.masters@oxfordshirepct.nhs.uk

Helen Jackson & Rhian Siefers
HF Nurse Specialist

Cardiac Rehabilitation Dept
Level 0, CIA

John Radcliffe Hospital
Headington

Oxford OX3 9DU

Tel: 01865 221330
Bleep: 4601
Fax: 01865 220920

Helen.jackson@orh.nhs.uk
Rhian.siefers@orh.nhs.uk
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In summary we will...

Assist with management of patient’s heart failure
through close liaison with referring team and GP.

Support & educate patient / family / carers.
Support & educate MDT.
Refer to other agencies as necessary.

Keep patient on caseload until condition stable or
optimal drug therapy achieved.
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Assist with up-titration of medication with
associated clinical/biochemistry monitoring.

Order home oxygen where appropriate.

Carry out joint home visits i.e. Case Manager /
DN / GP / Respiratory / MacMillan Nurses.

Be involved at end-stage / in palliative care
situation / liaise with palliative care services.
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Secondary care suppott

® Consultant Cardiologists
Dr Jeremy Dwight/ Dr Ian Arnold.

® Monthly clinical caseload supervision.
® Telephone and email support.

® Heart Failure Nurse Specialist Helen Jackson
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