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NHS Scotland Heart Failure Transition and Recovery Plan
in response to COVID-19 (25th May 2020)
The COVID-19 pandemic has placed enormous pressure on NHS Scotland and the
impact on heart failure (HF) care has been devastating. Many HF staff have been
redeployed and non-urgent HF care has been put on-hold, with patients placed in
a ‘virtual waiting room’. This has resulted in a large backlog of people awaiting
tests (NTproBNP, ECG and Echocardiography) to confirm the diagnosis of HF and
commence disease-modifying treatment, proven to reduce the risk of
hospitalisation and prolong life. For others, optimisation of treatment and
management of their long-term condition has been interrupted. Additionally, the
emergency response to the acute phase of COVID-19 prioritised discharge of
patients from acute care and did not sufficiently consider the impact on
Community and Primary care services.
Specific challenges have also evolved for HF services due to the cardiac
manifestations of SarsCoV2, which include HF, in addition to the well
documented delayed presentation of people with acute cardiac events i.e. heart
attack, who are therefore sustaining more cardiac damage than usual and thus
more frequently developing HF. These factors may consequently increase the
incidence and prevalence of heart failure in Scotland. It will be vital that Boards
ensure their HF teams are appropriately resourced to manage the backlog that
has accumulated in addition to simultaneously accommodating a potential
increase in HF patient numbers across Primary and Secondary care, as a result of
COVID-19.
Public Health measures will further impact upon HF services. In order to facilitate safe
physical distancing for patients and for staff and to minimise hospital attendances for
patients, appointment times will require major revision and provision of community
point-of-care diagnostics (NTproBNP, ECG +/- echocardiography) will be necessary.
Where community point of care diagnostics is not possible, NHS Scotland Boards should
give priority to developing hospital-based point of care diagnostic clinics (i.e all
investigations and clinical review undertaken during one hospital visit) with a
commitment to progressing to community delivered services at the earliest opportunity.
As we now attempt to transition from the emergency response to a recovery
phase, whilst at the same time ensuring that we are prepared for future COVID19 waves, a well-planned, responsive, and sustainable model of HF care is
required. NHS Boards are therefore recommended to adopt a tiered approach to
HF care, as described below, and Health care professionals across the whole
system should be familiar with the model.

Emergency phase: Severe pandemic related system pressure
Priority to highest-risk patients
Transition/planned recovery phase: Moderate pandemic related system pressure
Priority to intermediate and highest-risk patients
Reinstatement phase: Little or no pandemic related system pressure
Full service
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Emergency phase: Severe pandemic related system pressure
Priority to highest-risk patients
The Scottish Heart Failure Hub has already produced National recommendations
and guidance for the delivery of essential HF services, to those at highest risk of
deterioration, hospitalisation or death, during the emergency response to a
health pandemic. However, this is not a sustainable strategy that can be
continued over a prolonged period of time.
http://www.heartfailurehubscotland.co.uk/wpcontent/uploads/2020/03/Provision-of-Essential-Heart-Failure-Servicesin-Scotland-during-COVID19-1.pdf
1.
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Key recommendations
NHS Scotland Boards advised to retain key specialist HF staff in order
to continue to deliver essential HF services across Scotland to those at
highest risk.
Recommended and nationally agreed ‘minimum criteria’ for essential
HF service provision in Scotland during the emergency phase of COVID19.
Guidance for Scottish HF teams regarding risk stratification and delivery
of care to patients at highest risk.
Identification of a lead HF clinician within each NHS Scotland Board

Successes to date
The response from Scottish HF teams during the emergency phase of COVID-19
has been outstanding. Delivery of care to those at highest risk has been provided
across Scotland. Rapid transformation of services has taken place and new
adaptive ways of working have been quickly developed and implemented. Key
priorities have focused on patient safety, multi-disciplinary team (MDT) working
and the delivery of remote and ambulatory care pathways, in order to avoid
hospital attendance or admission wherever possible.
See appendix 1 below for best practice examples in Scotland

Transition/Planned Recovery phase
Moderate pandemic related system pressure
Priority to intermediate and highest-risk patients
We have now moved into a transition/planned recovery phase. i.e the period
between an emergency response and re-instatement of full services, or viceversa. Significant local planning will be required to work towards and deliver
this phase. HF specialist staff should not be redeployed during this phase, in
order to ensure sufficient resource to manage the backlog that has accumulated
during the emergency phase and to provide pro-active care to a larger patient
group i.e. patients at intermediate and highest risk.
Re-organisation of HF services, including managing the backlog and recovering
access to consultations, echocardiography (the key test to diagnose HF), cardiac
device implantation and long-term condition management will be required.
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Novel and innovative care models and pathways, including cessation of some
historical practices, should be evaluated, embedded where successful and
comply with Public Health and infection control guidance.
The following patients should be considered to be at intermediate or highest
risk and be provided with appropriate Telephone consultation (TC), Video
consultation (VC) or Face to Face (FtF) consultation:
1. People referred with new HF symptoms from A&E or Primary Care.
2. All patients who were placed in a virtual waiting room when services were operating
in the emergency phase should be re-triaged and a decision made regarding whether
they require TC/VC specialist consultation +/- their referral upgraded to urgent.
3. People known to have HF who have unstable or deteriorating symptoms.
4. People who have recently been discharged from hospital following an admission due
to acute HF (review within 2 weeks of discharge).
5. People who have recently been discharged from hospital following an admission
with acute myocardial infarction and whose left ventricular ejection fraction (LVEF)
is <35% (review within 2 weeks of discharge).
6. People living with HF who have advanced care plans in place and require
supportive/palliative HF care in the community.
7. People with ongoing symptoms who are eligible for optimisation of guideline
directed pharmacotherapy.
8. People with ongoing symptoms who are eligible for cardiac device therapy [Cardiac
Resynchronisation Therapy (CRT) and Internal Cardiac Defibrillator (ICD)].
9. People who missed a review appointment due to services operating in the
emergency phase (TC/VC consultation may be safest for these people if there has
been no deterioration of symptoms, their HF therapy has not been changed and they
are on optimal medical therapy).
Timelines for assessment of people with suspected ‘new’ heart failure
should align with SIGN147 guidance
Within 2 weeks if NTproBNP > 2000pg/ml (BNP > 400pg/ml)
Within 6 weeks if NTproBNP 400 - 2000pg/ml (BNP 100 – 400pg/ml)

Key recommendations for Transition/Planned Recovery phase

1. Service planning should comply with Public Health and Health Protection
Scotland guidance.
2. Active clinical triage should be undertaken by specialist clinicians.
3. Pro-active inpatient and outpatient HF care should be provided to all patients at
intermediate and highest risk.
4. Consultations should be undertaken using TC, VC or FtF methods as appropriate
and specific provision should be made for shielded patients.
5. Heart Failure teams should be appropriately resourced to manage the backlog in
addition to the potential increase in patient numbers as a result of COVID-19.
6. Recovering access to echocardiography, cardiac device implantation and longterm condition management will be crucial for the delivery of safe HF care.
7. Community point of care diagnostics, ambulatory/remote monitoring and patient
self-management strategies should be prioritised for implementation where not
currently available.
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Reinstatement phase: Little or no pandemic related system pressure
Full service
A re-instatement phase will take place when there is little or no additional pressure on
the health care system as a result of the pandemic and a full service can be reinstated.
All patients should be reviewed as per normal service criteria.
New and innovative models and pathways of care, including cessation of some historical
practices, should be evaluated and embedded where successful. A full complement of
services should be reinstated with a focus on person-centred TC, VC and FtF
consultation options in addition to ambulatory care services delivered closer to people’s
homes.

Appendices

Appendix 1: Examples of successfully implemented ‘best practice’ models of care,
applicable to all pandemic operation levels
Appendix 2: Ensuring patient and staff safety within heart failure services during all
pandemic operation levels
Appendix 3: Optimisation of Heart Failure Therapy During a Pandemic
Appendix 4: A pragmatic approach to optimisation of heart failure therapy
during a pandemic
Appendix 5: Routine heart failure blood monitoring in Primary Care during a
pandemic

Thankyou
The Scottish Heart Failure Hub would like to take this opportunity to thank:
Every person in Scotland living with heart failure who has displayed patience about
the impact on their service, kindness towards each other and towards healthcare
staff and engagement with heart failure self-management and public health advice.
All NHS Scotland heart failure staff for their unwavering commitment to delivering
both emergency and heart failure care during COVID-19.
The UK heart failure charities - British Heart Foundation, Chest Heart Stroke
Scotland, Pumping Marvellous and Cardiomyopathy UK, for the phenomenal support
they have provided to Scottish heart failure patients and teams.
NHS Scotland Health Boards in anticipation of their commitment to fully supporting
and prioritising the urgent recovery of heart failure care.
The National Advisory Committee for Heart Disease and the Scottish Government
Heart Disease Team in anticipation of their continued support and guidance.
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Appendix 1
Examples of successfully implemented ‘best practice’ models of care
applicable to all pandemic operation phases:
1. Use of NTproBNP in the community for the diagnosis of HF
2. Active Clinical Triage by senior clinicians (HF specialist nurses and
consultants) to risk stratify existing patient caseloads and new referrals
3. GP access to specialist staff Monday-Friday eg. ‘Consultant Connect’
4. Remote patient consultations - telephone consultation (TC) and video
consultation (VC) eg. ‘Near Me’ and ‘Attend Anywhere’ platforms
5. Urgent face-to-face (FtF) clinic consultations and domicillary visits where
deemed necessary following specialist triage
6. One-stop clinics delivering same day diagnostics (echocardiogram, ECG +/NTproBNP) plus FtF consultation, for urgent new referrals
7. Development of inpatient HF teams to deliver specialist HF care, anticipatory
care planning, early supported discharge and links to local palliative care
services as required. Inpatient review of these patients has been proven to
reduce readmission rates and has facilitated TC/VC remote consultations
8. Provision of ‘rescue packs’ to specialist HF nurses (short courses of oral
diuretics provided to patients to improve deteriorating symptoms without
the need for GP or Pharmacist prescribing & dispensing)
9. Provision of ‘diuretic lounges’ and ‘hospital at home’ services: intravenous
diuretics delivered in day units or at home in order to ameliorate the
symptoms of HF without hospital admission
10. MDT working with primary care, medicine for the elderly and allied
healthcare professionals
11. Access to community phlebotomy, to minimise hospital attendance and
facilitate symptom monitoring and safe optimisation of HF therapy
12. Provision of remote monitoring technology to patients, including blood
pressure (BP) i.e. FLORENCE, heart rate (HR) and oxygen (O2) monitors and
weighing scales, in order to facilitate patient self-management, ambulatory
monitoring and remote care
13. Provision of home-based cardiac rehabilitation programmes
14. Provision of remote cardiac device monitoring including novel mobile/drivethrough services
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Appendix 2: Ensuring patient and staff safety within heart
failure services during all pandemic operation levels
Up to date Public Health advice should be adhered to, local infection control
measures should be in place and appropriate Personal Protective Equipment (PPE)
should be provided to all staff in line with Health Protection Scotland guidance.
All services should have a COVID-19 checklist in place and face-to-face consultations
should be undertaken in a protected environment.
Appropriate provision should be made for patients who are shielding. Use of new
technology such as ‘Near Me’ and ‘Attend Anywhere’ will be suitable for some but not
all patients. Many shielded patients will still require clinical examination and access
to technology will be a barrier for some.
The clinical notes of all patients placed in a virtual waiting room (new and return
patients awaiting clinic consultation or diagnostic investigations) should be
reviewed on a regular basis and their risk status updated, recorded and acted upon
in order to ensure patient safety.
Any interim hospitalisation or death of a person whilst they remain in a virtual
waiting room should be recorded.
Data should be submitted monthly to a heart failure risk register.
In order to comply with Public Health Scotland guidance around safe physical
distancing measures, face-to-face appointments for consultation or investigations
will require to be appropriately timed. Full waiting rooms will no longer be possible.
This will have enormous impact on service capacity. Review of real estate and
consideration of 7 - day working models is likely to be required to deliver future
services that meet demand.
To facilitate safe physical distancing and to minimise hospital attendances for
patients, provision of community point-of-care diagnostics (NTproBNP, ECG +/echocardiography) will be necessary. Where this is currently impossible, Boards are
requested to prioritise the development of hospital-based point of care diagnostic
clinics, with a commitment to progressing to community delivered diagnostic
services at the earliest opportunity.
Community care, ambulatory care and patient self-management strategies should be
prioritised within NHS Scotland Boards to minimise hospital attendance.
Boards should ensure their heart failure teams are appropriately resourced to
manage the backlog that has accumulated and the potential increase in patient
numbers as a result of (1) the cardiac manifestations of SarsCoV2, which includes
heart failure, and (2) the well-documented issue of people presenting late to hospital
during COVID-19, with serious cardiac conditions. These factors may result in a
sharp rise in heart failure patient numbers across Scotland.
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Appendix 3: Optimisation of Heart Failure Therapy During a Pandemic
Optimum disease modifying pharmacotherapy for people diagnosed with HF
reduces cardiovascular death and hospitalisation and prolongs life.
(Vaduganathan M et al. Lancet 2020. https://doi.org/10.1016/S01406736(20)30748-0).
There are 4 important classes of HF disease modifying pharmacotherapy – BetaBlocker (BB), Renin-Angiotensin-Aldosterone System inhibitor (RAASi),
Mineralocorticoid Receptor Antagonist (MRA) and Sodium-GlucoseCoTransporter 2 inhibitor (SGLT2i).
In order to achieve greatest benefit from HF therapies, early initiation and multiple drug
titrations are required. However, initiation and titrations are guided by heart rate, blood
pressure and kidney function and these measurements cannot be undertaken without
access to appropriate technology and phlebotomy services.
Despite the obvious challenges of obtaining these measurements during a pandemic,
failure to initiate and/or optimise disease-modifying therapy for people with HF will
result in a higher rate of hospitalisation and premature death. Every effort should be
made to avoid this.

Appendix 4: A pragmatic approach to optimisation of heart
failure therapy during a pandemic
A pragmatic approach to optimisation of heart failure therapy during a pandemic
1. Select, where possible and where appropriate, therapies that require the fewest titration steps
eg. Bisoprolol as BB of choice and Sacubitril Valsartan as RAASi of choice when left ventricular
ejection fraction (EF) is less than 40%.
2. Ensure, where possible and where appropriate, that all patients hospitalised with new HF and
EF <40%, are commenced on triple therapy including BB, RAASi and MRA prior to discharge.
3. Ensure that all patients with HF and Type 2 Diabetes are considered for SGLT2i therapy.
4. Ensure, where possible and where appropriate, that all hospitalised patients with known HF are
reviewed by the HF team during admission, pharmacotherapy is optimised and cardiac device
therapy is considered.
5. Ensure, where possible and where appropriate, that all patients have BP, HR and oxygen
monitors and weighing scales in their homes.
6. Provide access to community phlebotomy for HF services. Novel evolving service models including
drive-through and mobile services should be considered.
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Appendix 5: Routine heart failure blood monitoring in Primary
and Secondary Care during a pandemic
Routine heart failure blood monitoring in Primary Care during a pandemic
National and local guidelines recommend interval measurement of kidney function for patients being
treated with the following heart failure therapies: RAASi, MRA and SGLT2i.
In order to minimise the requirement for patients to attend healthcare facilities during a
pandemic, it is recommended that if 2 previous blood tests of kidney function within the preceeding
12 months were stable and there has been no interim change in symptoms or medication,
routine measurement of kidney function can be postponed until the next planned date.
Further work should be undertaken by heart failure services to address the requirement for heart
failure blood monitoring as this may be an area where activity could be safely reduced.
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