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O
The Heart Failure Pathway is the structure arount;jé% comprehensive set of processes
and decisions, developed by our clinicians, to gce%t patients at risk for heart failure.



Ce sont plusieurs comﬁosantes
gqui ne S ‘opposent @és mais se

Ann intern Med. 2014;160:774-784.

Table 1. Transitional Care Interventions

Categony Definitlon

Home-wvisiting
programs

Home wisits by clinicians, such as a nurse or pharmacist,
who educate, reimforce self-care Instructions, perform
physical examination, or provide other care {(e.g.,
physical therapy or medication reconclllation). These
Interventions are often referred to as nurse case
management Interventions, but they also can incude
home wislts by a phammacist or multidisdplinary team.

Monitoring., education, or self-carg management (or
wvarious combinations) using Sk(ﬁ'ple telephone
technology after discharge |Wa structured format
(e g, series of scheduled galls with a specific goal,
structured questioning \@? usze of deckslon-support
sofhware). \

Remote monltoring Q‘P physiologic data (e g, electro-
cardlogram, bloc ressure, welght, pulse oximetry,
or respiratony r@%ﬂ_]ﬂ with digital, broadband, satellite,
wireless, or tooth tramsmisslon to a monitoring
center, wi Sor without remote clinical visits (e. E.
video torngk.

Senvices grovided In one of several types of outpatient
clinlgg: multidisciplinary HF, nurse-led HF, or primany
cx@. The clinlc-based Intervention can be managed
J_;@.r a murse or other provider and may also offer

Q\ unstructured telephone support (e g, patient hotline)

-060 outside clinlc hours.

Primarily .,\\G} Patlent education (and self-care tralning) delivered
Educaﬂ-nnalb@ before or at discharge by varous personnel or
methods: In person, Interactive CD-ROM, or video
education. Interventions In this category do mot
feature telemonitoring, home vislts, or 5TS and
are not dellvered primarily through a clinkc-based
internvention. Follow-up telephone calls may ooour
to ascertain outocomes (e.g.. readmission rates) but
not to monktor patlents” physiclogic data.

Unique Interventions or iInterventions that do not fit
into amy of the other categores (e g, Individual peer
support for patients with HF).

5TS

Telemonltordng

Outpatent
clink—based

R
éo

O
6\)
o=
ﬁQ
$O
00 Other

HF = heart failure; 5T5 = structured telephone suppore.



Nice. Bring me a Care-plan !

The specialist heart failure multidisciplinary team should W'{Bé@é summary for each person with
heart failure that includes: P

@
&
« diagnosis and aetiology {e?

<&
+ medicines prescribed, monitoring of medi 'n%s, when medicines should be reviewed and
any support the person needs to take the medicines
o

« functional abilities and any social ch;éneeds

O
= social circumstances, mcludmg@rers' needs.

The summary should form 1heq{ﬁsis of a care plan for each person, which should include:
(\
O
« plans for managingkgqg)person's heart failure, including follow-up care, rehabilitation and
access to social ¢

Adult with chronic heart failure

L

Careplan

)

Information and support

4

Lifestyle advice

L

Vaccinations

T \\)\@
Drug treatmefiPor all types of
heart fail&@'

-
! 3P
Contraceptionand pregna{@
&

= symptoms toé@k out for in case of deterioration Q)fc\ |
D |
e aprocess fo(;l'any subsequent access to the specialist heart failure multidisciplinary team if 8 L & \ 1 :
needed Treating heart failure with ‘ﬁ%eating heart failure with Treating hyperkalaemia

preserved ejection fraction

O} reduced ejection fraction

\°

+ contact details for ,

- anamed healthcare coordinator (usually a specialist heart failure nurse) 0‘2‘”
- alternative local heart failure specialist care providers, for urgent care or review 6\)Qé
* additional sources of information for people with heart failure. Q&
$
O
Give a copy of the care plan to the person with heart failure, their family or carer if appropriate, .e@eo
A
and all health and social care professionals involved in their care. @W
A

Monitoring and review

L

Cardiac rehabilitation

L

Palliative care
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C’est un phénotypage des patients et'de leur suivi... et surtout c’est se poser

(]
. N
des question: &
. QQ
& HEART F INICAL PATHWAY
\
Date ) (\Q
Day Admission Say 1 Day 2 Day 3 Day 4 and Discharge
o Pt starting to giu;e%\? o Weight / edema down o Weight / edema down o Weight / edema down
Expected o Improved lung sbq = o Labs within acceptable range o Labs within acceptable range o Labs within acceptable range
Cutcomes o 02 sat = 90% «Q, o Diwresing continues o Tolerating increased activity o Telerating increased activity
x@ o Resp.status improves o Resp.status improves o Resp.status improves
>
A0
Mutrifion o Sr Ma+ diet Gm Ma+ diet Gm Ma+ diet Gm Ma+ diet A\\@'
Previéé:mme restrictions Previous home resfrictions Previous home restrictions Previous home resfrictions Q}b
N
Q &
) N\
Test ley nesded?, May dic foley if present and Q)"o
Treatments §COELMF' diuresing. decreased \\Q
O BHP .
96 CBC BMP BMP BMP \Q}
O\) Dig level if on Dig be
HoA1C if diabetes (%)
\2\». Lipid Profile ECHO y] If ECHD,&éi‘dﬂ-:umented this admission why not?
O TSH 6\
e PT if on Coumadin
\}O CxR ;QO(\
6 ERKG Accurate 1&0 documented and Accurate &0 documented and .@cumt& 1&0 documented and weights recorded
~®°> ECHO % date weights recorded weights recorded Db
q\ Accurate 1&0 documented N
& X
C) Q
\Q,@Q’ Medications Saline lock O\) Reconcile discharge medications with physician
(]:\ ACE Inhibitor / ARB (if not, why not?) A
Aldactone. ’ Dizcharged 00 ACELARBE. If not, why not?
,\© Anticoagulant — Heparin / Lovenosx. 'Q)%
Qq, Beta Blocker (if not, why not?) QC\ Dizcharged o0 Beta-Blocker? Coreg ! Toprol
2) Bowel protocaol 'Q;G”
Digoxin po J IV <
Lasix IV 0‘\@
K <
. Reconcile home medications with 0%6
physician &0
S
Activity As per physician order: Progress activity as folerated P t tolerating increased actjviby?.
. EBedrest er PT/OT if needed.
- Up with assistance d 6
= BRP of
- Up ad lib A~
Bhysicial Wi Ht Wi OO\ Wi Wi
Assessment Mursing assessments Mursing assessments <@ Nursing assessments Mursing assessments
Dig lewvel (if drawn) K+ \© K+ K+
K+ BUNICR, f]/\, BUNICR, BUNMCR,
BUNICR, Halp, © Halp, Hab,
Hakb. BEMP (1:\ Pulse ox Pulze 0¥ miciememonss~Aange home 02 if needed
BHNP Pulse ox 9 Telemetry Telemetry
Pulse ox Telemetry

Telemetry




Q}b

Une analyse de parcours ¢iest une comparaison entre

e}

"attendu (la recommarlgdqatmn) et 'observé (la vraie vie)

&
&

6\)

* The cohort of card@gc patlents in phase 1 was identified by selectlng
all residents agegf’lS —100 years who had at least one planned og*
unplanned hO§~|E§It3|IzatI0n for heart disease, arrhythmla or ca{adlac
decompensa»flon in any public hospital in Tuscany in the thgoée year
period fr&r‘n January 1st2014 to December 31st2016 of"’

* Each Qaflent was related to a GP and the main referrg@hospltal was
detgfmlned using patient flow from GP to hospltal Sidentifying
regroupment networks (or clusters) @%

» we identified 2,881linkages of GP to hospltal&wﬁwlch comprlsed 51,760
patients withcardiac conditions assisted byc,éf 881 GPs who, in turn,
were assigned to 41 reference hospltals

C)

q/Q S. Nuti, F. Ferré, C. Seghieri et al. / Health Policy 124 (2020) 44-51
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Methnds* The study was a population-based retrospective co-

Un parcours Cﬁést multiprofessionel |

ey =

hort study involving patients with new-onset cc:-ngest,g&%
heart failure discharged from 128 acute care hosp[t

Alberta between Apr. 1, 1998, and July 1, 2000. O&ﬂ’cnmes
were resource utlllzatton (clinic visits, emergeneg\/ depart-

Q

ment visits and hospital admissions) and sur%gsfl at 30 davs

CMAJ 2005;172(2):189-94

And 1 vna o Table 1: Baseline characteristics of patients with congestive heart failure 8\@'
< S
‘ ‘_oeé Cardiovascular claims; Type of care; ~\{\\®
%\0 % of patients* % of patien
.Q' \]
&O None At least one FP only &Q}\ Combined
009 Characteristic n=1062 n=2074 p value n=738 Q‘b n=1307 p value
0\ @
S Sociodemographic (Q
Oéo Age, yr, mean (SD) 76 (11) 76 (12) 0.98 83({‘&; 74 (12) < 0.001
\
%b\’ Male . | 50 47 0.07 b‘\“”\ 41 49 <0.001
& Household income, $, median 44 088 44 957 o° 44 808 45 337
o(\q (interquartile range) (42 192-53 381) (42 192-54 986) 0.017 @Q(42 330-53 381) (41 818-54 896) 0.02
O Urb 1 @ 1
@ rban 43 50 < 0.00 \‘5\. 36 57 < 0.00
q’/\ej Cardiovascular comorbidities <O
,\© Ischemic heart disease 35 30 Oy 25 33 < 0.001
v Prior CABG 4 21003 i 3 0.036
Hypercholesterolemia 5 ',@* 0.46 2 0.001
N
Hypertension 30 29 &0 0.64 23 33 < 0.001
Peripheral vascular disease 6 4 P 0.06 3 4 0.25
P %0
Other comorbidities .
Diabetes mellitus 24 Q\f’ 0.001 15 21 0.001
Cerebrovascular disease 4 600 3 0.31 4 3 0.73
Chronic renal insufficiency 8 2 5 0.002 4 5 0.11
Anemia LS 16 0.27 16 16 0.74
Malignant disease %&Q 6 0.05 7 5 0.14
COPD ,{,&"3 25 0.24 22 29 0.012
Charlson Index, median \@
(interquartile range) Q‘L‘I 2 (0-2) 1.1 (0-2) 0.002 1.0 (0-T1) 1.1 (0-2) 0.006
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\
Et dans I'insuffisance card I@ﬁ ue , les patients ont besoin
QJ
| | ¢
‘un cardiologue &
\\'0
Table 2: Resource utilization by patients with congestive heart Tatl@% after discharge from index hospital admission
@‘
Cardiovascular claims; < Type of care; median (and
median (and IQR)* &00 IQR)*
None At leagfone FP only Combined
Characteristic n=1062 ng2074 p value n=738 n=1307 p value
\4
Ambulatory care .\\\9&
Days to first cardiovascular claim NA &O 7 (3-13) NA 7 (4-14) 6 (3-12) < 0.001
Cardiovascular claims ,\006 T>e
No. in 30 days da 2 (1-4) NA 2 (1-3) 3 (2-4) < 0.001 'E
No.in 1 yr OQC‘NA 14 {8-23) NA 9 (5-16) 17 (11-26) < 0.001 =
Any claimst :
No. in 30 days & 3 (-4 3 (2-4) 0.028 2 (1-4) 3 (2-5) <0.001 2
e—
No.in 1 yr o(\q 19 (10-30) 16 (9-26) < 0.001 10 (5-17) 19 (13-30) < 0.001 )
Acute care 00 E
% with emergency depar@ent = :\O Log-rank = 127.55
visits in T yr 80 38 < 0.001 24 45 < 0.001 U(*{Q)% p < 0.0001
Days to first emerg@q?y s
department visit 5(18-162) 90 (22-195) < 0.001 63 (13-169) 95 (27-214) < 0.001 9\0 0.6 "
% with cardiovascular \cﬁ\\ [
readmission in T yr 94 13 < 0.001 7 16 < 0.001 0%6 0 60 120 180 240 300 360
Days to first cardiovascular KO f foll
readmission 69 (19-162) 160 (73-295) < 0.001 157 (46-265) 163 (81-299) 033 v Days of follow-up
Mortality, % Oé
30-d. N\ 5 . : .
i ::y s , ¢ - . ; Q@ﬁ’; Fig. 1: Kaplan-Meier survival curves for care received, by am-
Af JtuZ: s 3 <0.001 N “1 0;% i bulatory specialty. Blue line = combined care (both specialist
p ]:_js g I k - U and family physician), red line = care by family physician only,
B A& black line = no cardiovascular claims (i.e., no physician visits
Unadjusted 33 20 < 0.001 28 14 _9, < 0.001 ; :
© for a cardiovascular cause).

Adjusted§ 37 22 < 0.001 28 (\:K < 0.001
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Table 2. Summary of Key Findings and \;ﬁE, by Outcome and Intervention Category*
<Q

'®°.>

Intervention Category AII-Cau&ﬁéﬁeadnlssluni
<

HF-Specific Readmisslons

Composite End Point

Q&l-rtallly

30\%&0\ 3-& mo 30 d 36 mo 30 d 36 mo 30 qb&?}\e 3—& mo

Home-vislting program ot Hight -5 Maoderatet Lowt Moderatet %{Q@Sfﬁclent Moderatet
5T5 eo nsuffickent Moderate|| Insuffickent Hight -5 Low| Q@-& Moderatet
Telemonitoring s> Insuffident Moderate|| -5 Moderate|| -5 -5 \)e;\\o -5 Low||
FDS-HF clinkc {09 -5 Hight -5 Insuffickent -5 Moderatelo -5 Moderatet
Murse-led clink 00° -5 Low| - Insufficient -5 Insufﬂ:g -5 Low||
Primary care clig -5 Insufficient -5 -5 -5 -5 < -5 Insufficlent
Primarily ed@ﬁnnal -5 Insufficient -5 Insufficient -5 Laie|| -5 Lonw||
Other ,19"/ Insufficlent -5 -5 -5 -5 {090‘1\-5 Insufficient -5

HF = heart failure; MDS = multidisciplinary; SOE = strength of evidence; 5T8 = structured telephone Euppqgé

* S50E graded as low, moderate, high, or insufficient. <°

T ].‘-::ncl'l[ was found (Le., E-ta‘tISIIIEE]l'r significant reduction in readmission rate or moreality compared mﬂ‘t@éua] care).

* Two home-visiting programs reported all-cause readmission at 30 d. The intervention studied by H:n]rqﬁ:lnd colleapues (28) was of higher intensity and showed efficacy.

The lower-intensity intervention studied by Jaarsma and colleagues (20) did not show efficacy at 30) dzﬁh:-w SOE; nu.ml:h:r need o treat, not :lpp]]f_ahlr:]

& Mo trials in this category reported on an eligible outcome at thls time point.

Mo benefit was fc-un-:l (Le., no statistically sigmificant reduction in the outcome).

Ann intern Med. 2014;160:774-784.
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Figure 2. Mortality rate among persons receiving transitional care interventions compared with usual care, by intervention cal

.s\\Q‘

and outcome timing. &
o
[}
Study, Year (Refarence) Treatment,n  Usual Care,n RR (95% cug\ﬁem, %
Total Deaths Total Deaths & >
Home-visiting program, 30 d Q
MNaylor et al, 2004 (28) 118 2 121 2 1.03(&@45—7.16} 100.00
)
Home-visiting program, 3-6 mo 6\
Rich et al, 1995 (20) 142 13 140 17 — . 000.?5 (0.38-1.49) 14.04
Kimmelstiel et al, 2004 (26) 97 4 103 5 —+ﬁ0 0.85(0.23-3.07) 3.97
Stewart et al, 1998 (24) 49 [ 48 12 —_—k 06 0.4%(0.20-1.20) B8.18
Jaarsma et al, 1999 (20) 100 18 100 28 —o—<2& 0.64 (0.38-1.08) 2395
Naylor et al, 2004 (28) 118 7 m 1w <@gt 072(028-1.82) 7.55
Holland et al, 2007 (32) 148 30 143 24 \‘}\,0 —t— 121 (0.74-1.96) 27.87
Aldamiz-Echevarria Iradrgul et al, 2007 (299 137 8 142 14 &0—4—— 0.59(0.261.37) 937
Kwiok et al, 2008 (27) 49 4 56 g o — 0.57 (0.181.78) 5.07
Subtotal (12 = 0.0%; P= 0.61) é@g L 0.77 (0.60-0.996) 100.00
(%)
Structured telephone support, 3-& mo {0%
Laramee et al, 2003 (37} 141 13 146 15 \9 — 0.90(0.44-1.82) 1719
Dunagan et al, 2005 (40) 76 3 75 5 o R N 118(0.38-3.71) 655
Lopez Cabezas ot al, 2006 (44) 70 [ &4 12 & —_— 0.46 (0.18-1.15) 1013
Riegel et al, 2006 (36) 70 5 &5 S‘)% —_— 0.58 (0.20-1.68) 7.55
Wakefield et al, 2008 (41) 47 [ 49 &q —_— 0.78(0.29-2.08) B8.92
Angermann et al, 2012 (38) 352 32 3 52 —— 0.63 (0.42-096) 4966
Subtotal (12 = 0.0%; P=0.78) Oe T 0.6%(0.51-0.92) 100.00
Telemaonitoring, 3—6 mo 6\5
Schwarz et al, 2008 (47) 51 .GQ; 51 7 — i 0.57 (0.18-1.83) 3050
Goldberg et al, 2003 (48) 138 c& 11 142 26 — 0.44 (0.22-0.85) 3637
Dar st al, 2009 (43) n 7 . 5 — v 340(1.31-883) 3312
L9
Clinic-based (MDS-HF), 6 mo ’f}(\
Kasper et al, 2002 (57) f]/ 102 7 98 13 —_— 0.52 (0.22-1.24) 31.34
Ducharme et al, 2005 (59) @ 115 12 115 19 —_— 0.63 (0.32-1.24) 5365
Liu et al. 2012 (613 A 53 ER 7 el 043 (012-157) 1451
Subtotal (1 = 0.0%; P= U(@ - 0.56(0.340.92) 100.00
Clinlc-based (nurse-led), 3-6 mo
Strémberg et al, 2003 (58) 52 3 54 13 — 024 (0.07-0.79) 44.831
Ekman ot al, 1998 (53) 79 2 79 17 r— 124 (0.71-2.16) 55.19
0.5%(0.12-3.03) 100.00
Clinic-based (primary care), € mo
Oddone et al, 1999 (61} 222 29 71 19 A 1.52 (0.88-2.63} 100.00
Primarily educational, & mo
Koelling et al, 2005 (52) 107 7 116 10 — 0.76(0.30-1.92) 4669
Mucifora et al, 2006 (£5) 99 14 101 g B 1.79 (0.78-4.07) 53N
Cognitive training, 30 d
Davis et al, 2012 (&7) 63 o 62 7 0.07 (0.00-1.12y  100.00

Ann intern Med. 2014;160:774-784.

%

Table 3. Summary of Key Findings and SOE for Transitional Care Interventions: Readmission Rates and Mortality

Intervention Category Outcome

Home-visiting programs

All-cause readmission
HF-specific readmission

Composite end point

Composite end point

Mortality
Martality

5TS All-cause readmission
All-cause readmission

HF-specific readmission
HF-specific readmission
Composite end point

Martality

Telemonitoring

HF-specific readmission

Mortality

MDS-HF clinkc

Martality

Nurse-led clinic

»
HF-specific m@n?ssmn
Composite\.gbd point

Mortal

Primary care clinic 2
rality
Primarily educational

Martality

&
Other [cognl@%&lmng}
o O Maortality

All-cause readmission

All-cause readmission
All-cause readmission

All-cause readmission
HF-specific readmission
Composite end point

All-cause readm Is'sg%g,K

se readmission
0 |-cause readmission

60 HF-specific readmisslon

Composite end point

All-cause readmission

Outcome  Trials RR (95% CI)" MNT
Timing (Participants), n
30d 2(418) High-Intensity (1 study): & for high-Intensfty
0.34 (0.19-0.62) MA|| for lower-Intensity
Medium-Intensity (1 study): programs
0.89 (0.43-1.85)
I6mo  9(1563) 0.75 (0.68-0.86) E]
36mo 1282 051 (0.31-0.82) 7
304 1(239) Hazard ratio (£5E): 0.869 = MA
0.033 vs. 0.737 = 0.041
36mo  4(8249) Hazard ratio (£5B): 0.071 = 10
0.045 vs. 0.558 = 0.047
078 (Cl, 0.65-0.94)
0d 1(239) 1.03 (0.15-7.16) ?
36mo 81693 0.77 (0.60-0.997) &&
Q
304 1(134) 0.80 (0.38-1.65) \(‘\\ HA
36mo  B(2166) 092 (0.77-1.10) Qé- NA
30d 1(134) 0.63 (0.24-1§ N4 MA
3emo 7 (1790) 074 (0.61- 14
36mo  2(977) 0.81 m_%’b_ 2) MA
36 7 2011} 015&055-0 97) 27
mo A = g
0d 1(168) (\1(.%2 (0.64-1.63) HA
36mo 3439 &0 1.11 (0.87-1.42) MA
36mo 1(182) ob‘) 170 (0.82-3 51) MA
N
36mo 3 G@? 093 (0.25-3.48) MA
<
3-6 mo O\i\'{aas: 0.70 (0.55-0.89) 8
36mo\° 1 (108) 070 {0.29-1.70) NA
3-56@' 2 (306) 0.80 (0.43-1.01) NA
mo  3(536) 0.56 (0.34-0.92) 18
36mo  2(264) 0.88 (0.57-1.37) NA
36mo 10158 0.95 (0.68-1.32) NA
36mo  1(106) 0.66 (0.43-1.01} MA
36mo 20269 0.59 (0.12-3.03) NA
36mo  1(443) 1.27 (1.05-1.54) MA
I6mo 10443 1.52 (0.88-2.63) NA
36mo  1(200) 1.14 (0.84-1.54) MA
3Iemo 1223 0.53 (0.31-0.90) NA
3-6mo  2(423) 0.92 (0.58-1.47) NA
36mo 2423 1.20 (052-276) MA
304 1(125) 1.15 (0.71-2.28) MA
30d 1(125) 0.07 (0.00-1.12) NA

SOE

Low for
benefit

High for benefit

Moderatet for
benefit

Low ST for
benefit

Moderate for
benefit

Insufficient
Moderate for
benefit
Insufficient
Moderate for
no benefit
Insufficient
High for benefit
Low for no
benefit
Moderate for
benefit
Insufficlent
Moderate®* for
no benefit
Moderate®* for
no benefit
Low for no
benefit
High for benefit
Insufficient
Moderate for
no benefit
Moderate for
benefit
Low for no
benefit
Insufficient
Insufficlent
Low for no
benefit
Insufficlent
Insufficient
Insufficlent
Insufficient
Low
Low
Insufficlent
Insufficient

el fe support.

N
N4

O
HF pﬁcaﬂ. failure; MD5 = multidisciplinary; NA = not applicable; NNT = number needed to trear; RR = risk ratio; SOE = strength of evidence; TS = structured



Quelles sont les « bonnes »*

guestions a se

Figure 3: Framework for Monitoring the Perf/c\)ogm&ance of a Health System
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Consumer Perspec
How do patients view thig8ystem?

O

e\@% look to funders?

Internal Business Perspective
At what must the system excel?

Figure 2: Long-Term Vision of an Integrated Health Information Network

MANAGERS

+ Accurate analysis and evaluations of
healthcare systems performance at
regional, institutional and provider-
specific levels

+ Ability to measure, monitor and
analyze cara delivery processes and
the consequent clinical quality, cost
and health outcomes achieved

+ Ability to aﬁetg{@ely foracast neads
AN

CONSUMERS
- Belief and comfort that privacy of
health information is being respected
- Broad awareness of factors affecting
good health
« Access to quality information on their
own heaalth to inform decision-making
+ Improved quality of care
- Understanding of available healthcare
resources and services, and comfort
with system performance 4
&
Q;e(o
&
HEALTH IHFGHMAT!D@FI’\M)HK
The realtime capture ang@eture exchange of
relevant accurate, it&rﬁzg\dized and consumer-
oriented health infgimation across the care

continuum, %ﬁjlding privacy noeds.

&
N
@fl,
Q"l:\ Innovation and Learning Perspective

How does the system continue to improve?

vant clinical and non-clinical data at
all care delivery sjig@ (e.g.. demo-
graphics, healt oblems, encoun-
ters, test resuk@, drugs prescribed,
and dis d. and treatments)
Access tlinical practice guidelines

>
&06
&
PROVIDERS <2 PAYERS AND THE GOVERNMENT
» Rapid access to the col ars’ rele- + Tools for accessing population health

= Fact-based policy decision-making
» Understanding the availability of

resources and demands to be met

= Understanding the cost of care
- Accurate assessmient of healthcare

spending/allocation effectivenass

T

v
Community Benefit 3
How does the system impact the health {09
of the population? &

and ritative texts, journals and
a Eftru:miu: resource to make better
ical decisions and provide better

nedical treatment at point of care

b (e.g., cost of various therapeutically
equivalent treatment options,
potential drug interactions and
dosage emars)

= Secure electronic ordering, results
transfer, scheduling and communica-
tion across the care continuum

Mote: This long-term vision has been widely discussed and is broadly shared by
organizations/agencies across Ontario and Canada.
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Table 1. Characteristics of the Study Population by Quartile of Hospital-Level Rates of Early

Follow -up
Hospital-Level Perc e Rate of Early Follow-u|
pita by Quartile, No. (%) Y . &O
o oy 2 3 s R,
Characteristics (=32.4) (32.4-37.9) (38.3-44.5) (=44.5) \(ﬁue
No. of patients 7081 8662 7812 6581 o
Age, y* o
£5-69 1000 (14.1) 1207 (13.9) 1143(14.§ ?ng_(,ﬁ 7)) =00
70-74 1312(185) 1526(17.6) 1409(18.0) @(15_9} <001
75-79 163023.0) 1873(216) 1653(21.2), Nap@18) .04
=80 3130 {44.3) 4056 (46.8) 3607 [fi-,ESAKD‘U 3330 (50.6) =.001
Female sax 3847 (543 4576(52.8) 413 (BXD) 3511 (534) 24
Black race 1337(189) 71683 m@ 9 320 (5.9) =001
Medical history §
Anemia 1289 (18.2) 14092 (17. 2}0 253 (16.0) 990 (150} =.04
Agrial arthythmia 2475(350) 3230 (3 2675(34.2) 2303(35.0) <.001
COPD 2022 (28.6) 258Q48m0) 2023 (25.0) 1636 (24.9) <.004

Chronic renal insufficiency

1355 (19.4) 1@ (19.1)  1375(17.6) 1068 (16.2) <.001

Coronary artery disease

3830 (54.2), O®07 (555) 4032 (51.6) 3430 (52.1) <.001

Depression 67205 ~ 012(105) 565(72)  531(8.1) <00
Diabetes melitus 200040.0) 3446(39.8) 3118 (30.0) 2428 (36.9) <.001
Hyperipidemia 2545W35.0) 3563 (41.1) 2750 (35.3) 2246 (34.1) <.001
Hypertension No278 (745) 6358 (73.4) 5437 (60.6) 4612 (70.1) <.001

Peripheral vasculer disease__caV 076 (138) 1422 (164) 1013 (13.0)

764 (11.6) <.001

Prior CVA or TIA

1008 (155) 1480(17.2) 1iss(15.2) 1022(155 002

Smoker within the past year

B87(0.7)  945(108) 771(08) 512(78) <.001

Findings on admission, median (IQR)
in, g/dL

Hemoglobin, g/

0 12.0 124 12.1 30
(10.7-134)  (107-134)  (108-134)  (10.8-134)

Serum creatinine, mg/dL

141019 13(1.018 13(1.018 1.3(1.0-18) <.001

Serum sodum, mEg/L 139.0 138.0 138.0 1380  <.001
{136.0-141.0) (135.0-141.0) (135.0-141.0) (135.0-141.0)

Systolic bload pressure, 140.0 140.0 140.0 1400 08
mm Hg {122.0-461.0) (120.0-161.0) (120.0-160.0) {120.0-160.0)

Left ventricular function

LVED 2841 {404) 3404 (39.3) 2947 (37.7) 2300 (34.9) <.001
Preserved systolic function 3441 {48.6) 4311 (49.8) 3930(50.3) 3301 (50.2) .16
Discharge processes or
performance measures
Referral to outpatient disease 697 (9.5) 1206 (15.0)  o48(124) 678 (10.3) <.001
management program
Discharge instructions 4355 (61.5) 5508 (B36) 4633(50.3) 3642 (55.3) <001
completed

B-Blocker for patients with
LVSD? e

2210(778) 2579(75.8) 2256 (766 1721 (748) .08

ACE inhibitor or ARB fol
patients with LVSD

2023(71.2) 2425(71.2) 2073(70.3) 1621 (705 &

29
&
@
Q

30. pts //
%S%gfispltals

Table 2. Hospital-Level Rates of Early

Follow-up During the Transitional Period
Rate of Early
Follow-up,
Physician Visited, by Days Median (IQR)
Any physician
=7 38.3(32.4-44.5)
=14 64.6 (56.6-70.0)
=21 76.5(70.7-81.2)
=28 81.5 (76.7-85.7)

Same physician during
index hospitalization

and transitional period
=7 18.1(13.5-24.1)
=14 34.9 (26.3-42.4)
=21 44.3 (34.4-53.3)
=28 50.0 (38.8-58.6)
Cardiclogist
=7 7.5(41-13.8)
=14 17.1 (11.6-26.7)
=21 25.2(17.3-35.7)
=28 31.3 (22.6-42.3)

Same cardiologist during
index hospitalization
and transitional period

=7 3.4(1.2-7.0)
=14 8.4(41- 158)(\
=21 13.7 (7.4-2%5)
=28 17.2 9&%9}

JAMA. 201’0 203(17):1716-1722

OO

|
Table 3. Rates of Mortality, Readmission, and Mortality or Readmission at 30 Days by
Quartile of Hospital Rate of Early Follow-up
Percentage Rate of Early Follow-up by Quartile, No. (%)
[ 1

1 2 3 4 P
Variable (<324)  (324-37.9) (383-445 (=445  Vale
No. of patients 7081 8662 7812 6581
Event, 30d
Mortality® 353 (5.0) 417 (4.8) 352 (4.5) 207 (4.5) 44
Readmission® 1656 (23.3) 1787 (205) 1606(205) 1377(209) <.001
Mortalty or readmission® 1840 (26.1) 2015 (23.3) 1813(23.2) 1544(235) <.001

2Based on proportion of evants.
DBased on cumutative incidence function.

Table 4. Unadjusted and Adjusted Relationships Between Early Physician Follow-up by
Quartile and 30-Day All-Cause Readmission?

Unadjusted P cljusted HR P
Quartile (% of Follow-up) HR (95% CI) Value 8\\ (95% ClI) Value
Model 1: early follow-up with 0
a physician é‘
1(<32.4) 1 [Reference] 9 1 [Reference]
2(32.4-37.9) 0.86 (0.78-0.94) ;\Q\G“i 0.85 (0.78-0.93) <.001
3(38.3-44.5) 0.85 (0.76-0.94) 0‘0‘?002 0.87 (0.78-0.96) .005
4 (=44.5) 0.87 (0.79-0.95) (QQ T 002 0.91 (0.83-1.00) .05
Model 2: early follow-up with ((\@
a cardiologist . OQ
1 (<4.1) 1 [Refedce] 1 [Reference]
244-7.4) 0.91‘@’2—1 02) 09 0.92 (0.83-1.02) .09
3(7.5-138) O@ﬁ? (0.82-1.00) 05 0.91 (0.82-1.00) .05
4 (=13.8) &%.91 (0.82-1.00) 06 0.95 (0.85-1.05) .30

Model 3: early follow-up with :\U
the same physician @
1(<13.5) Q

1 [Reference] 1 [Reference]

2(18517.5 & 0.93 (0.84-1.04) 20 0.96 (0.86-1.05) 36
3(18.1-24.%p 0.91 (0.81-1.02) A1 0.94 (0.84-1.04) 23
4248 0.93(0.83-1.03) 16 0.97 (0.87-1.08) 54
Model 4: .Tollow—up with
a| ian
(<56.6) 1 [Reference] 1 [Reference]
\) 2 (56.6-64.5) 0.88 (0.80-0.97) 01 0.89 (0.81-0.97) 01
.87 (0.78-0. . .90 (0.81-1. .
96 3 (64.6-70.0) 0.87 (0.78-0.97) 009 0.90 (0.81-1.00) 04
(\Q@ 4 (>70.0) 0.87 (0.79-0.96) 004 0.93 (0.84-1.02) 13

Abbreviations: Cl, confidence interval; HR, hazard ratio.

2 All models included age, sex, black race, medical history (ie, anemia, atrial arrhythmia, chronic obstructive pulmonary
disease, chronic renal insufficiency, coronary artery dissase, deprassion, diabetes mellitus, hyperipidemia, hyperten-
sion, peripheral vascular disease, prior cerebrovascular accident or transient ischemic attack, and smaoker within the
past year), results of admission laboratory tests and examinations (ie, serum creatinine level, serum sodium level, systolic
blood pressure, and hemeglobin level, and left ventricular function), completion of discharge instructions, referral to a
heart failure disease management program, length of stay for the index hospitalization more than 7 days, and year of the
index hospitalization.
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* Actuellement un d@ﬁ soucis de I'insuffisance cardiaque est que I'on se
focalise sur le som lors des hospitalisations et non pas dans &
I’mterphase em“ire les hospitalisations. N

&Q;
Q)Q
* |La prevengff)n doit avoir un role majeur (prévention des Oﬁ

decomgvensatlon mais aussi prévention de la degradatg@n globale
polyfgf)rgamque et prévention de la survenue de I’ IC@T\ez les

papulations a risques). s

* Les classifications actuelles sont fonctionnell%s&?NYHA, FE) ou
physiopathologiques (grade A-D) mais pas g‘fc)bales ou médico
economiques ce qui pénalise les efforts @‘ES meédecins.



des patients para%pport a leur risque/ cout global.
* Dispositif swg{ble

* Basé sur L@ PMSI international &

. Evaluatﬂe &O&e@é

. Peg'ﬁmettant d’identifier des actions particulieres @eﬁ fonction de la
strate du patient 06«0\



La stratification

XN
P

\\QJ

* Travail cardiologique (équipe SFC) et DMsur I’ensemble des patients insuffisants cardiaqgues du SNDS.

@
* Proposition d’une liste de criteres gégrawte ou de sévérité clinique cotés selon le PMSI de facon usuelle
et binaires pour le médecin chm@%n

Q
’l . . . 7
* Analyse de I'impact de chaq@é item sur les couts et la morbimortalité.
& \8\@
& ¥
A\
& &
les cr.l'tc‘?ré-‘ retenus dans le score sont les suivants : \\@0
X2
ogﬁge compris entre 19 et 74 ans ,§\\
\2\:& Présence de 2 hospitalisations pour Insuffisance cardiaque a moins d’un an d’intervalle ,Q(o@
Oec’ ¢ Présence d'une Anémie OQ@
%b\’ e Présence d’'une Dénutrition 6‘\‘“(}\
Qq& e Présence d'une HTA @Q‘O
o
@Q,Q s Présence d'une Pneumopathie ou BPCO @
5 3
@ff,\ e Présence d'une Insuffisance coronarienne %,&
Qq,'\ o Présence de Troubles du rythme (Fibrillation auriculaire etc...) Q}‘\Q)
2% @
» Présence d'un Etat dépressif \(0‘
\

= Preésence d'un Cancer toutes localisations a l'exclusion cancers de Ié peau hors mélanomes
)

e Présence d’'une Obésité avec IMC = 30 &0
e Présence d’'une Atteinte valvulaire : O‘z\ﬂ

- Pour les insuffisances valvulaires : fuites grade 3/4 etbg?il

- HTAP > 50 mm Hg &

- Pour les rétrécissements RA ou RM : ceux cong@%re.& COIMME Serrés
e Présence d’'un diabéte /f’&e

e Présence d’une Insuffisance rénale chroniqua ® I'exclusion du stade 5
B



La strate « O » ce sont les patlenei?% « a risque de développer une

insuffisance cardiaque
o

Toute personne de.@ﬁ\as de 40 ans qui présente :
des facteurs dn?é&)ques gENeraux

Et/ou des fﬂu\ﬁgurc de risques spécifiques

Et/ou urka% rain a risque

& &
3
r:6® que cités ci-dessous : \\C\\
2
%
..@ @
© &@\\
¥ >
,\O X
s r r » 3 Q‘
FR Généraux FR Spécifiques Terrain a risque 6\
\\o
v Tabac v HTA v Antécédent de radlcrt fapie
v Obésité IMC > 30 kg/m?2 ¥ Troubles du rythme dont thoracique Q)Q
v Diabéte T1 ou T2 Fibrillation atriale v Antécédent de\gxﬁlmmtherame
v Inactivité v Atteintes valvulaires (anthrawcfhes biothérapies)
o insuffisance ou v Abusd’ EQ&;OI
v' Dyslipidémie (, L X .
rétrécissement valvulaire) v Den@ﬁ%on
¥ Insuffisance coronarienne ¥ D@ﬁ)nctlon thyroidienne
v Cardiomyopathies V’aﬁsufﬁsance rénale chronigque
v Cardiomyopathies familiales 1§ ’@ Introduction de médicaments
v Myocardites ,§3< dépresseurs cardiaques
N
3 v Hypertension Pulmonaire 6°O v VIH+
P ik & ¥ Myélome
OOQJ v Maladies de systéeme
<° (sarcoidose...)
‘llz\ v Hémochromatose
©
N v Carence en fer

o
P>




(3

Calcul

* Analyse du poids relatif de cla%’\Qque item en statistique et réalisation d’'une

. . C\
matrice
6\)
&0
&
xQ
Ordre Critére Condition pour Is\@ﬁére Score
1 Présence d’'une Dénutrition BMI < 18 ou mchexieg;ﬁique ou 12
hypoalbuminémie ,,G
2 Age compris entre 19 et 74 ans ('Q.‘bv 10
3 Présence d'une Anémie Hb < 12g/dl @3’1 la femme et < 13g/l chez 9
I'homme &
4 Présence d'une HTA non é rée ce jour 8
5 Présence d'un Cancer toqzeﬂocalisations a l'exclusion des 8
I inomes spino et basocellulaires
\c-{cancers de la peau)
6 Présence d’un Etat dépressif 90\' défini par le médecin comme tel 8
7 Présence de 2 hospital]sations{@‘ﬁr 8
Insuffisance cardiaque a mt&@. d'un
an d’intervalle <
8 Présence de Troubles fﬁ} rythme 8
(Fibrillation auricglq etc...)
9 Présence d'une@%’eumopathie ou 7
BPCO
10 [Présence d’une Insuffisance 6
coronarienne
11 [Présence d’'une Obésité IMC =30 6
12 [Présence d’une Atteinte valvulaire Pour les insuffisances valvulaires : fuites 5
grade 3/4 et 4/4
HTAP > 50 mm Hg
Pour les rétrécissements RA ou RM : ceux
considérés comme serrés
13 | Présence d’une Insuffisance rénale DFG < 45 ml/min/1,73m2 quelle que soit 3
chronique la méthode de calcul
Pas au stade V
Pas dialysée
14 [Présence d’un diabéte tous types de diabétes 2

STRATE 5 « Patient présentant une insuffisance cardiaque complexe »

2
N
Cette strate concerne : \\o
009
N
&QJ
(o

Tous les patients de plus de 18 ans qui ont eu au moins tag\égisode d’insuffisance cardiaque
et qui sont : °

- en attente de ou suivis aprés greffe cardia \169

- sous Assistance circulatoire ou Ceeur art{ydel

- porteurs d'une insuffisance rénale strg?.s (DFG < 15mi/min/1,73 m?) dialysée ou non
&
@

4

'Q)"O

Tous les patients qui ne prézg»@tent aucun critére relevant de la strate 5.
@
. < . , . 9 . .
Pour tous ces pat:ent%@u: ont eu au moins un épisode d’insuffisance cardiaque, un score va
étre calculé permet&int de les classer dans les strates 1 a 4.
S

L'affectatio\gffans la strate se fait selon le score ou severity group (SG) défini comme suit

S
2
Strat@oi Groupe de sévérité 1 (SG1) Score compris entre 0 et 35
nga\t’e 2 | Groupe de sévérité 2 (SG2) Score compris entre 36 et 49
A("}Strate 3 | Groupe de sévérité 3 (SG3) Score compris entre 50 et 64
\@ 1 strate 4 | Groupe de sévérité 4 (SG4) Score compris entre 65 et 100
o



¥ Modeélisation

'
* Auterme de I'analyse portant sur 4 @(@S’Z’de PMSI soit pres de 2 millions de dossiers

. 006\
&
O 2
@6 Parcelle "France", Insuffisance cardiaque
Q
@
@
<8
)
&
oD
&
©

°© STRATE 4

R 33046 individus
<O” 0.05% de Ia population (FA=0.05%)
S B Beponsabilité $37% de Ia file Insuffisance cardiague (F=3.57%)
e() J:-‘bpulat-nnn elle
S \

%b\) STRATE 2

Q{G __?_ F HF 130252 individus
OQ Y - 0.196% de la population [FR=01963)
13 70% de I3 file Insuffizanoa cardiagus [FR=13.29%)
,O
iy *EHF

\© data STRATE 2

N4 256223 indivitus

0.35% de la population [FR=0.3%%)

‘-. 26.15% de is file Insuffizends cardiague [FR=2615%)

S5TRATE 1
511523 individus ey
0.77% de 18 papulation [FR=0.77%] eo
52.2% de & file Insuffisancs cardiague (FR=52 ]g\l)o

&
STRATE "A RISQUE D'INSUFFISANCE E®
ingivigus O
1338% de Ia pmlmun{r{ﬁs.ﬂm
(L

(1:\ Sources ! FJAE-’JI:'JI—ZDJEJ-MJN‘SEE.FHF##N .
Q
q/




Strate O: objectif prévention de la s

Parcelle "France”, Insuffisance cardiaque

PFHF

PEHF

data

N4
&
&
6(0
. 0(\ Population > 40 ans
X
O
> !
© _
KQ’Q Factet{rs'de risque
@ genéraux

N ou
'\O Facteurs de risque

’ ErT

S Spécifiques
66
<
& ! .
&6\\- | non | [ ou |
e [
<8
. Terrain 3 risque
e
O k.

| NON | | oul }—l
v ,

Pas de dépistage Recherches de signes cliniques
de IC mais Essoufflament, dyspnée,
actions de réduction des efforts physiques, |

réduction des position déclive moins
Facteurs de supportée etc...
risque
- S
ECG + Marqueurs
BNP >35 pg/ml etfou
NT-proBNP
=125 pg/ml
St
Eliminer les causes pulmonaires Avis o 7
BPCO, Embolie pulmonaire, cardl'ologiqu(i\e )
infections /\?»
i @‘1,
N Surveillance fo)
réguliére (]/QV

.s\\'Q‘

& ,
ugvenue de I'lC
\\QJ

Facteurs de risques
généraux

¥ Tabac

v Obésité IMC 2 30 kg/m2
v Diabéte T1 ou T2

¥ Inactivité

v Dyslipidémie

Facteurs de risques

specifiques

¥ HTA

v Troubles du rythme dont
Fibrillation atriale

¥ Atteintes valvulaires
(insuffisance ou
rétrécissement valvulaire)

¥ Insuffisance coronarienne

¥ Cardiomyopathies

¥ Cardiomyopathies familiales

v Myocardites

¥" Hypertension pulmonaire

Terrain a risque
¥ Antécédent de radiothérapie
thoracigue

40
¥ Antécédent de chimiothérapi E;Q

(anthracyclines, biothérapig®

¥ Abus d'alcool &
v Dénutrition ‘\\,9

¥ Dysfonction thyroig&nne

¥ Insuffisance réggle chronique

v Introducti medicaments

dépressays cardiagues
v VIH+ SQ{

O
v M@me
¥ Weladies de systéme

¢, 1sarcoidose...)
Hémochromatose
¥ Carence en fer

-

® Bsponsabilité
ulationnelle
" arn

909
N

2
%

N
Role duM% / cardiologue /

S
gerlab\g‘é ? o
Mgidele utilisé en Irlande (Etude
STOP HF avec le BNP)



. Strate 1: objectif ne pas retarder le giagnostic de I'lC

Parcelle "France”, Insuffisance cardiaque

S
>

&
Logigramme %0\‘319 diagnostic d’'une
insuffisancg@tardiaque

N
@ Penser a l'insuffisance cardiaque
N
& i
6\)
B
& —
Symptomes a rechercher Examen clinique Bilan
¥ Essoufflement au repos v Tachycardie ¥ ECG : attention si
ou a l'effort ¥ 3% pryit cardiaque normal n’élimine pas le
¥ Orthopnée v Folypnée diagnostic
¥ Toux nocturne v Rales crépitants Recherches de
v Fatigue pulmonaires troubles du rythme,
v Difficultés a réaliser les v Turgescence jugulaire HVG, séquelles d’'IDM
activités de la vie v (Edémes périphériques
quotidienne v Hépatomégalie v Sisymptémes BNP =100
v Reflux hépatojugulaire pg/ml etfou NT-proBNP
> 300 pg/ml [VPP 95%)
Symptdmes non
spécifiques pouvant étre e | ¥ Sipasdesymptomes
présents chez les BNP <35 pg/ml (VPN
rsonnes ipées Avis cardiologique 93T e NIPROEAF <
v B
pe B 125 pg/ml rendent le
v Asthénie Echocardiographie diagnostic peu probable
¥ Confusion, désorientation transthoracique pour :
v Troubles du 1. Confirmation de FIC g lonogramme sanguin,
comportement 2. Evaluer la FEVG Urée et Créatininémie
¥ Troubles du sommeil 3, Classer I'IC soit fraction NFS, plaguettes . %Q
¥ Chutes d'éjaction préservée soit Q('J
¥ Perte d'autonomie fraction d'&jection ¥ RP:cardiomégalie, {\'9
¥ Prise de poids rapide altérée épanchement pl
0&.
I <9
Situation particuliere 1. Avis cardiclogique O‘Z‘“
En cas de grossesse 2. Consultation d'annon€®
)
+ HTA ou Antécédents 3. 5i néc ess:‘uirg.).b
. Q
personnels ou familiaux Hospitalisation en urgence O tauration du traitement
v Signes et symptémes symp@@ﬂthue
) . @
identiques . . 4, Bilan étiologiquejebur instauration d'un traitement
¥ Echo + avis cardio Sleroprié s'il existe
v Coordination avec les ©
- . u (1:\ = fpromabit i
obstétriciens ‘],Q |} ke

909
N

2
%

N
Role duM% / cardiologue /

(\
ériaf urgentiste / IDE / IPA
gériagrd / urgentiste / IDE /

@Q
@



=) Strate 1: objectif ne pas retarder le diagfostic de I'lC

SI
S sl =~
>
N e — Symptomes 3 rechercher | | £ Logigramm'e'S : Etiologies en fonction du
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Strate 1 et plus : objectif mettre e&@\@place une gestion adaptee de I'lC
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1. Défini@?n d'objectifs partagés entre le cardiologue, le médecin
géneéraliste et le patient
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QG': Premier volet : Information et éducation thérapeutique du patient
%QJ Effectuée par le médecin généraliste avec, si besoin, I'aide d’autres professionnels

l. Auto-surveillance et/ou
Télésurveillance
v Poids :
Toute prise de 2 ou 3 kg en quelques jours

l

1. Télé-surveillance (Programme
ETAPES)

v Poids et symptémes au minimum
et d’autres mesures (PA, etc...)
selon les fabricants

Appel du médecin généraliste et/ou
consultation médicale

:

Instauration ou
maodification du traitement diurétique

Automesure 3 heure fixe de la
journée et notée

ou

Télémédecine

cardiaque
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Il. Apprentissage et Information sur :

v Linsuffisance cardiaque et ses symptdmes
v Les traitements de l'insuffisance cardiaque avec leurs effets indésirables C)é

v"  La nécessité d'une observance stricte des traitements de I’insuﬁisan{é’
. e e o , . . . N . .
¥ La nécessité d'éviter 'automédication en raison des médicathents interdits :

AINS, Inhibiteurs calciques, suppléments potassiques, cqgjicoides,
antiarythmiques de classe |, trastuzumab, inhibiteur&& la tyrosine kinase,
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Rble de TOUS et TOUTES
Le principe d’une prise en charge
orientant vers la qualité et sans attendre la
seconde hospitalisation pour IC
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6. Cinquiéme volet : impact sur 'emploi et la quali!é{gﬁe du patient
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*  Ne pas oublier c}»

Mise sous ALD

D@?bles ayant démontré leur efficacité pour les |C avec FEVG altérée (ou aprés IDM)
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aider aux chang  |ARA Il
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Spironolactone |25 n
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Un outil pour les p%rcours
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* La classification en&strates permet de suivre I'évolution d’'un patlent

au fil de son pargéurs (maintient dans sa strate, baisse dans sa s&‘rate
ou ma;oratmm‘de celle-ci). &

Q

* |La cIa55|f|g§’c|on en strates permet de suivre I'impact d’ act«f"ons de
prevengmn et de prise en charge (évolution de patlentgo% risque).

* La c4®55|f|cat|on en strates permet de lancer et d’ hgﬁ\ogenelser des
actions de prévention et de favoriser 'allocation, de ressources a I'IC ...

la « cendrillon » de |a cardiologie. &
™
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Conclusion

* Un parcours c est@du intra hopital et du ville h6pital. &
* Ne pensons pa% en cardiologues mais en cliniciens &
* Les |nf|rm(|,\eres sont nos alliees et nos patients aussi &
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* Si ne Q@US battons pas sur cet aspect... nous serons fméanuerement
etra@ﬂgles pour moins de qualité o
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Optimisation orgam‘sahonnelle ce doit étre
maintenant qu |L$aut s’y atteler |

we don't have time to change the wheelsp?)ush harder Harry
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