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Examples of Integration

• HFpEF Pathway and Guidelines

• Virtual Clinics

• Palliative Care

• Acute Heart Failure Pathway and Guidelines at KCH

• Consultant Triage for 100% of GP referrals

• Cross site Mortality/Morbidity and MDT meetings

• Joint Clinical Research meetings



• HF Consultants/Registrars from GSTT, KCH and PRUH
• Consultant Geriatricians 
• HF Pharmacists
• HF Specialist Nurses
• Cardiac Physiologists
• Admin/Secretarial Staff and Managers
• @ Home Team
• Older Persons Assessment Unit
• Psychiatrists/Psychologists
• Acute Medicine
• Accident and Emergency Team
• Palliative Care Team
• General Practice
• 3DLC
• Project Managers
• Patients

Key Individuals Enhancing Heart Failure 
integration



Transforming the HFpEF Service

• HFpEF diagnostic and management pathway completed 

and SOP developed, including best practice guidance 

managing comorbidities

• HFpEF working group applied for funding from LTC 

Challenge Fund for innovative dedicated, multi-disciplinary 

service for HFpEF patients



Heart Failure with Preserved Ejection Fraction



Heart Failure with Preserved Ejection Fraction



The Process….

Enablers Hinderers

Steering Group Lack of time

Project management Having to travel between sites

Face-to-face meetings Limited video conference facilities

- Different Priorities

- Not everyone 

contributing

- Unsure of the 

purpose

- Power struggles

- Repetition

- Going round in 

circles

- Not listening

- Agreement and clear 

purpose

- Equal contribution

- Clear roles

- Mutual respect

- Agreed plan for 

resolving issues

- Focus on actions

- Everyone involved



Transforming Communication Between KHP and 

GPs: Virtual Clinics

• Multidisciplinary review of all patients on the GP practice HF register by KHP consultant, 

nurse, pharmacist and GP 

• Forum to discuss patients already diagnosed, optimisation of treatment, “holistic” LTC 

management, onwards referral/signposting

• Promote the diagnostic pathway and facilitate accurate diagnosis for those with 

unconfirmed HF

• Closer working relationships with primary care : reduce admissions or unnecessary 

hospital appointments – locality team available for advice and queries 

• Key points:

• Not new, but has taken time to embed into routine practice

• Standardisation of pathways across KHP was essential – one team, one 

message

• Job planning

• Ongoing analysis and review of the service is key to drive further changes and 

improvements



Strengthening Palliative Care in Heart Failure

• ICD deactivation guidelines signed off at GSTT and KCH, 

shared between South London providers

• Presented at Grand Rounds, reciprocal teaching events, 

shared teaching events for SpRs, HFSN

• Work started on bereavement pathways for HF patients

• Reciprocal presence at MDTs between HF and palliative 

care



Streamlining Admissions in Acute Heart Failure

• Collaboration between A&E, acute medicine, @Home and HF Cardiology

• An agreed & evidence-based pathway for the investigation & management of 

AHF

• Clear referral / discharge criteria and pathways

• Ensures timely & appropriate investigations 

• Incorporates frailty, @Home and discharge criteria, to ensure patients are 

managed in the correct environment

• Automated reporting of NT-proBNP to HF teams as a safety net

• Guidelines for special groups, including pregnancy

• Benefitted from sharing and collaboration with GSTT





Improving Referrals - Consultant Triage



Heart Failure Triage at KCH
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Heart Failure Triage at KCH

What have we achieved?

• Reduction in inappropriate referrals

• Average time from referral to triage reduced from 7 days to 1 day

• All new patients have an echo before their clinic appointment

• Urgent (2 week) referrals contacted by telephone

• ‘One stop’ clinics

• Triage direct to Geriatrician HF Clinic when appropriate

• Review of triage/booking processes across KHP for all cardiac clinics.



Further Integration of the KHP Heart Failure Teams 

Joint morbidity & 

mortality(M&M) 

meetings

Joint clinical 

research meetings

Acute 

Heart 

Failure

Chronic 

Heart 

Failure

Clinical and 

academic 

integration

Virtual 

clinics

Triage

Palliative 

Care



Key Success Points

• Strong steering group

• Key stakeholder involvement to agree priorities and help 

resolve differences

• Clear goals

• Accept there will be differences 

• Use project managers effectively

• Acknowledge that progress will take time

• Small steps can sometimes lead to big change



For more information:

Kings Health Partners

Ground Floor, Counting House

Guy’s Hospital

London SE1 9RT

0207 188 2892

kingshealthpartners@kcl.ac.uk

www.kingshealthpartners.org

@kingshealth


