
November 15th, 2024

Integrated Heart Failure (HF) CoP 
Webinar:

Topic: Enhancing Integrated Heart Failure Care 
Through the Spoke-Hub-Node Framework



Land Acknowledgement
Emma Esselink | Lead, Community Health – OH East Region
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Agenda

TIME TOPIC NAME

12:00 pm Land Acknowledgement Emma Esselink

12:05 pm
Welcome & Introductions

Housekeeping
Colleen Lackey & Emma Esselink

12:10 pm
Enhancing Integrated Heart Failure 
Care Through the Spoke-Hub-Node 
Framework

Colleen Lackey & Dr. Aws Almufleh

12:40 pm Q&A All

12:55 pm Wrap Up Colleen Lackey & Emma Esselink
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Housekeeping
Integrated Heart Failure Care CoP Webinar

• Please keep yourself on mute unless you are speaking.

• We encourage you to type your questions or comments in the chat 
box. The chat box is monitored throughout the webinar. Questions 
will be addressed directly in the chat box or in the discussion 
following the presentations.

• We also encourage you to share any suggestions/topics for future 
webinars.

• This meeting will be recorded. A copy of the webinar recording, and 
slides will be available on the virtual CoP shared space.
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Poll #1 – Who is joining us today?

What is your role?
❑Primary Care Physician

❑Specialist

❑Health professional across the 
continuum of care 

❑OHT Backbone Team Member

❑OHT Partner (OHaH, Community 
paramedics, rehab, hospital 
admins)

❑Data Lead or Quality Specialists

❑Patient, Family and/or 
Caregiver 

❑OH/MOH/RISE
❑Other



Enhancing Integrated Heart Failure Care 
Through the Spoke-Hub-Node 
Framework

Speaker:  
Colleen Lackey RN MHsc- OH Clinical Lead – Heart Failure
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2.9% of Ontario’s adult population are responsible for 20% of acute hospital resource use

~ 330,000 people with
Heart Failure (HF)

44,000 new cases/year

Approx half of HF 
patients are 80+ years 
and have 3 other major 
co-morbidities

~29,000
HF admissions

35,000 HF ED 
visits annually

800 beds

~$3.4B in inpatient and Emergency Department care

$220M in QBP funding across 59 hospitals

~200,000 all-cause 
admissions

440,000 all-cause ED 
visits annually

6,500 beds

Improved quality of care of heart failure in Ontario needs an integrated 
approach to avoid acute care utilization as the ‘default’ for patients

50% of people will die 
within 2.5 years of 
first hospitalization for 

heart failure

The Burden of Heart Failure in Ontario
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Complexity of Heart Failure  

Complex Symptoms: 

Shortness of breath; Fatigue, Fluid Retention- 
Can mimic other conditions which makes it 
challenging to diagnosis early and manage

More complex HF cases often require 
collaboration with cardiologists and other 
specialists to ensure comprehensive care is 
provided

Multiple Etiology's:

Can result from coronary artery disease, 
hypertension, cardiomyopathy, or valvular 
disease etc which makes it challenging to 
determine the underlying cause of the 
disease

Timely referrals to advanced treatments like 
ventricular devices (VAD) or cardiac surgery 
are important

Different Stages of the Disease and 
Comorbid Conditions

Management requires nuanced medication 
titration which are more complicated as the 
stage of the disease progresses 

As the complexity of the HF condition 
increase, these patients require more regular 
follow up and revisions in treatment plans to 
improve outcomes and symptoms 
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Best Practice for Heart Failure Care

Specialized Heart Failure Care is Provided in 
the Hub and Node 
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Spoke Hub Node

Primary Care Internal Medicine Clinic Regional Cardiac Hospital

Unattached Clinics Community Cardiology 
Clinic

A Local Network and Team – Supporting the Patient & Caregiver
Seamless Transitions When Care Needs Escalate or Deescalate
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Evidence for Specialised Heart Failure Care 

• HQO Heart failure Care in the Community.  Quality Statement 8: Specialized Multidisciplinary Care.  Health Quality Ontario. 
Updated 2022.  People with newly diagnosed heart failure, those who have recently been hospitalized or treated in the 
emergency department for heart failure(HF), and those with advanced heart failure (NYHA III–IV) are offered a referral to 
specialized multidisciplinary care for heart failure

• Corehealth The Spoke-Hub-Node Model of Heart Failure Care. Published 2019.  The Spoke-Hub-Node model is a framework 
for integrated HF care. This framework outlines the requirements for spoke, hub, and node levels of HF care provision. 
Specialized care outside of primary care is detailed in the hub and node description.

• Ontario Health technology Assessment Series. Vol 12: November 2012.  Specialized community-based care effectively 
improves outcomes in patients with heart failure, COPD, and diabetes. The effectiveness of SCBC in family practice is unclear. 

Ontario 

• Canadian Cardiovascular Society Guidelines.  Heart Failure.  Management of HF.  2017, updated guidelines anticipated in 
2024/25. They provide recommendations on who to refer to specialized care to reduce mortality and improve patient 
outcomes 

• HeartLife Foundation. Heart Failure Policy Framework. 2024.  National patient-led Heart Failure organization. Patient Charter 
Principles #5, Access to multidisciplinary care team throughout my journey that includes a heart failure specialist, a nurse, a 
pharmacist, mental health support, a dietician, a cardiac rehab specialist, and my general practitioner.  

Canada 
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Integrated HF Care Initiative- Launched Spring 2022

Goal
• Improve outcomes and experience of care for patients 

living with heart failure through integrated care, a 
greater focus on community management 

HF Integrated Clinical Pathways- Demonstration teams
• Initial Phase: 7 OHTs and 9 CHF-QBP hospitals

HF Integrated Clinical Pathways- I 12 OHT
• Started planning 2023 with Launch in October 2024 
• 9 additional OHT’s – FLA OHT is one of those teams 

Ontario Health Team



Enhancing Integrated Heart Failure Care 
Through the Spoke-Hub-Node 
Framework

Speakers:  
Dr. Aws Almufleh | Kingston Health Sciences Heart Function Clinic 
Physician Lead and FLA OHT ICP Project Clinical Lead
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Disclosures

Speakers 
Bureau/Honoraria:

Novartis, Pfizer, Bayer, Servier, Boehringer 
Ingelheim, Novo Nordisk, Alnylam, 
AstraZeneca

Grants/Research
Support:

Novartis, Pfizer

Consulting Fees: Pfizer
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Support

Ministry/Ontario Health funding for integrated care pathways

Institute of Clinical Evaluative Sciences 

SEAMO innovation fund

SEAMO quality improvement fund

• Views expressed in this presentation are my views, and do not necessarily reflect those 
of the Ministry of Health, Ontario Health, IC/ES or FLA-Ontario Health Team

• This work is actively evolving, and the projects presented are at various stages of 
implementation
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Outline

✓ Integrated Heart Failure Care Framework throughout the patient care continuum 

✓ Pathway of Primary-care led Heart Failure Diagnosis in the Community

✓ Streamlining access to timely diagnostics and interpretation

✓ Heart failure diagnosed; Now what? “Outsourcing” counseling, education, prevention

✓ Hospital Care; Readmissions burden and care gaps

✓ Boosting efficiency; doing more with less

✓ Unattached patients
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Spoke Hub Node

Primary Care LACGH HF Clinic KHSC

Walk-in/Virtual clinic for 
unattached patients

Community Cardiology 
Clinics

A Local Network and Team – Supporting the Patient & Caregiver
Seamless Transitions When Care Needs Escalate or Deescalate

* Specialized 
testing 
(imaging, 
genetics, etc)
* Transplant 
assessment
* LVAD 
evaluation
* CRT/ICD
* MitraClip
* Ablation

DiagnosisInitial 
Management

Continued 
Management/
Escalation

Advanced HF 
patients for 
transplant/VAD 
consideration



HF Diagnosis in the community vs acute care settings

HF diagnoses April 1, 2010 and March 31, 2022

- 597,025 patients with new HF identified

➔ 36.9% diagnosed in acute care; Unchanged over time (2010 36.7% vs 2022 36.6%)

• Female patients, without PCP, lower income, and with multiple comorbidities ➔ acute care

• No change based on physician years of experience. 

- ➔ increased risk of all-cause mortality (1.82), hospital admissions for HF (2.8), and 

emergency department visits for HF (2.68); adj age, sex, and baseline comorbidities

A. Van, M. Green, A. Almufleh, et al (Trillium Primary Health Care Research Day; Oct 2024)
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Primary Care
+/- BEST CARE

CXR NT pro 
BNP

Expedited 
Echo

E-consult

Suspect CHF

Diagnosed CHF

Patient symptoms 
worsen

Patient meets 
referral criteria

KHSC ED
+/- Admission

Community 
Paramedics

KHSC HF 
Clinic

Community 
Cardiology

KHSC HF 
Clinic

Unstable

Ontario Health at Home | Remote Care monitoring

Calling HF 
nurse
practitioners
613-544-3400
Ext 3352
9-12 noon
Mon-Friday
 

HF Physician 
Assistant

LACGH HF 
Clinic

Acute Care Ambulatory Care

Spoke/community

➢ Prevention
➢ Early diagnosis
➢ Managing risk factors
➢ Initiate management



Barriers to HF diagnosis/initial 
management



Challenges of HF Diagnosis in the community

-History and physical examination findings can be discrepant

-Timely access to diagnostic tools (Echo, Holter, BNP, stress testing)

-Nuanced interpretation for some tests 

-Unease about diagnosing/explaining HFpEF

-Lack of consistent/reliable specialist support in navigating the diagnosis process



Challenges of HF Management in the community 

-Therapeutic options are for HFrEF are rapidly evolving

-Patients/PCPs ambiguity about who could/should manage HF

-Insufficient time to conduct a full visit (HF care is more than just pills).

-Lack of specialists’ support to navigate medical therapy initiation 

-Difficulty in answering patients’ questions (prognosis, safety of certain activities, 
lifestyle modifications, driving restrictions)



Challenges of HF Follow-up in the community 

-Poor financial incentives for frequent visits

-Unease about depriving the patient of specialized assessment and management

-Learned reliance on the specialist based on previous encounters

-Long specialists wait-time justifies early referral

-Lack of multidisciplinary support at individual family MD offices. 

Chamberlain AM, St Sauver JL, Gerber Y, et al. Multimorbidity in Heart Failure: A Community Perspective. Am J Med. 2015
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Echoes for HF diagnosis (Provided within 2 weeks)

If your patient meets the following criteria

1. Has ≥1 HF symptoms AND ≥1 objective finding of 
HF (edema, crackles, elevated JVP, weight gain, etc)

2. No prior echo within 1 year.

3. Positive (or pending) NT proBNP (≥125 ng/L)

April 1st, 
2024
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6 months later
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<15% are using Q050 code for HF
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Primary Care
+/- BEST CARE

CXR NT pro 
BNP

Expedited 
Echo

E-consult

Suspect CHF

Diagnosed CHF

Patient symptoms 
worsen

Patient meets 
referral criteria

KHSC ED
+/- Admission

Community 
Paramedics

Followed by HF 
Clinic

Community 
Cardiology

KHSC HF 
ClinicUnstable

Ontario Health at Home | Remote Care monitoring

Calling HF 
nurse
practitioners
613-544-3400
Ext 3352
9-12 noon
Mon-Friday
 

HF Physician 
Assistant

LACGH HF 
Clinic

Acute Care Ambulatory Care

Spoke/community

➢ Prevention
➢ Early diagnosis
➢ Managing risk factors
➢ Initiate management
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- Ischemia
- valvular 
disease
- arrhythmia
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Support and Questions
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Primary Care Engagement

• Mass emails

• Fax to all practices

• Primary care council announcement

• Lunch time sessions
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Support and Questions
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Example
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Heart failure hospitalization

Most common reason for hospitalization in adults > 65 years of age

Cost is high (70% of spending); with poor outcomes (22% risk of death in 1 year)

Despite new therapies, minimal improvements are appreciated in outcomes 

.HealthCanada:CanadianChronicDiseaseSurveillanceSystem, https:// health-infobase.canada.ca/ccdss/data-tool/Comp?G¼00&V¼11&M¼5. AccessedOct13,2023.Poon et al, CJC Open 4 (2022) 667e675
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Why readmission matter = Increase death

Daily risk of readmission and death 0.7% and 0.2%

At least 40% of early readmissions linked to suboptimal transitional 
care.

(Am Heart J 2007;154:26026.)
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2166 patients admitted at KHSC from 2019-2023

Readmission (642) No readmission (1524)
Age 74.7+/- 14 79.0+/-12

Gender (female) 319 (48.3%) 793 (53.5%)

Length of stay 8.9 +/-11 10.5 +/- 16

Initial admission to Cardio 267 (41.6%) 653 (42.8%)

Initial admission to critical bed 102 (16%) 299 (20%)

Weekend discharge 83 (13%) 223 (14.6%)

Death within 30 days 140 (21.8%) 10 (0.7%)

BNP 242 (38.0%) 597 (39.0%)

ECG 232 (36.0%) 406 (27.0%)
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Daily risk of readmission and death 0.7% and 0.2%

At least 40% of early readmissions linked to suboptimal transitional 
care.



https://www.acc.org/Education-and-Meetings/Features/HF-Web-Tool



Hollenberg SM et al. J Am Coll Cardiol 2019;74(75):1966-2011.
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Early acute
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Clinical decompensation

Discharge coordination

Ongoing optimization of outpatient care

Guideline-directed medical therapy
Evaluation for long-term trajectory

Pathway to improve HF outcomes begins
at admission
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All-cause readmissions
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When, why and what to do?

Ideally call the office

Ken Pritchard



Remote care monitoring
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All-cause readmissions
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Remote Care Monitoring - CCAC

• Consider referring your HF patients for remote care monitoring with CCAC 

• Ideal candidates: be comfortable using iPad/iPhone or have a support person to help

Central Access at 1-613-544-8200 ext. 4289.

Referrals are faxed to 1-866-839-7299.

Write RCM-Heart Failure



Hollenberg SM et al. J Am Coll Cardiol 2019;74(75):1966-2011.
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Hollenberg SM et al. J Am Coll Cardiol 2019;74(75):1966-2011.
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Hospital at Home 

Discharge to 
Hospital at Home

• Inform Community Paramedics of 
new patient

• First CP visit at patient’s house 
within 12-24 hours

Assessment & 
Treatment in ED

• 1st dose of IV 
diuretics

• ~4 hours of 
monitoring

• Assess stability 
(vitals, biomarkers) Hospital at Home
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Expanding capacity of HF clinic

• 20% increase in clinic capacity

• Started new pathway for urgent HF patients 

• Provided pathway to discharge from ED for stable patients 

Days to clinic median 86 days (IQR 78-96) 

decreased to 43 (IQR 36-49). 

Improved by 50% 
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➢ Prevent hospital readmission
➢ Prevent return to the ED
➢ Connect socially disadvantaged patients
➢ Facilitate discharge from HF clinic
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Sustainability
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QBP funding
No Loss provision



QBP report 2023-2024

$65,000



Future projects

- For every admission, 2 patients discharged from ED. 

(33% return in 30-days, 39% in 90-days, ~ >25% return >= 3 
times in 4 month period)

- Support community hub clinics: APEX, Lennox & Addington 
CHF clinic:

- Educational lectures; directly to the community 

- HF iPhone/Android application to assist trainees and clinicians 
in the diagnosis and management of HF patients
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Take home messages

• HF is highly prevalent and costly disease to the system

• Effective management starts with prompt diagnosis in the community; Easy access to diagnostic 
tests and interpretation

• Integrated care can enable all (most) patients receive the care they need at the right point of care 
continuum

• Readmissions are frequent, costly, and largely preventable!

• Gathering information (calls/RCM/etc) do not necessarily equate better outcomes, it is what you 
do with the data

• Must collaborate with primary care physicians 

• Any successful strategy must not ignore unattached patients
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Melanie Higley

Sarah Culhane
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Kevin Loughlin 

Ani Garg

Michael Fitzpatrick

Dendra Hillier

Kim Morrison             * Kerry Stewart

Sebastián Rodríguez-Llamazares

Rebecca Wood , Drew McLean 

Hannah Green 



Questions & Discussion
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HF CoP Webinar Calendar

Click here to join the HF CoP

1. Visit the OHT Shared Space and click “SIGN UP” to 
create your account.

2. Click the “JOIN GROUP” button. You will receive an 
email notification when you’ve been accepted into the 
group.

Note: You are automatically accepted into the 
“General Discussion” Group.

3. Don’t forget to click on the “Subscribe to Updates” 
button once you’ve been accepted into your CoP, to stay 
updated with all the latest conversations, webinars  and 
resources.

Any questions/concerns? Contact the OH ICP 
Project Team at OHTSupport@OntarioHealth.ca

Upcoming Webinars:

Utilizing NT-proBNP as a screening tool in primary 
and community care settings.  

This clinical webinar will focus on the role of NT-proBNP as a valuable 
screening tool in primary and community settings.  Dr Stephanie Poon 
will provide practical advice on how the use of NT-proBNP to screen 
and identify patients early can improve patient outcomes by 
facilitating timely referrals and interventions.  

Friday December 13th, 12:00p.m. – 1:00 p.m. (EST)
Registration is required: 
https://zoom.us/meeting/register/tJEpfu-
vrTkuGtDV9iL9_mK1uRMCqWW0b62C

http://javascript:void(0)
https://quorum.hqontario.ca/oht-collaboratives/en-us
https://quorum.hqontario.ca/oht-collaboratives/en-us/Home/Collaboratives/Activity/groupid/161
mailto:OHTSupport@OntarioHealth.ca
https://zoom.us/meeting/register/tJEpfu-vrTkuGtDV9iL9_mK1uRMCqWW0b62C
https://zoom.us/meeting/register/tJEpfu-vrTkuGtDV9iL9_mK1uRMCqWW0b62C


OH HF Project Team

Thank You


