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As in most Western countries, the burden of heart
failure in Canada is increasing, primarily because of
the aging of the population, but also in part because

of improved survival among patients with hypertension and
coronary artery disease. In Montreal, the number of hospi-
tal admissions because of heart failure among people 65
years and older increased from 2299 in 1990/91 to 3339 in
1997/98, reflecting a 35% increase in the rate of heart fail-
ure admissions per 10 000 population.1 Nationwide, heart
failure affects more than 400 000 Canadians, and over
50 000 new cases are diagnosed each year.2 Moreover, de-
spite major advances in treatment over the past 25 years,
there have been only modest improvements in heart failure
outcomes on a population-wide basis. For example, in
2000/01, there were 106 130 admissions of 85 679 patients
with congestive heart failure to Canadian hospitals. Of
these, 32.7% were readmissions, and in-hospital mortality
was 15.8%. Of patients discharged alive, 19.9% were read-
mitted at least once before Mar. 31, 2001.3 These statistics,
although sobering, mirror trends reported in Europe and
the United States.

What accounts for the persistently high rate of hospital
admissions among patients with heart failure? Disease
severity is an important factor: patients with advanced heart
failure have a very limited cardiovascular reserve, and, as a
result, modest challenges to hemodynamic stability, such as
myocardial ischemia, uncontrolled hypertension or a bout
of pneumonia, are sufficient to trigger an acute exacerba-
tion of heart failure. Other factors that often contribute to
worsening heart failure include underuse (both underpre-
scription and underdosing) of proven heart failure thera-
pies, such as angiotensin-converting-enzyme inhibitors and
β-blockers; inadequate patient education about the nature
of heart failure and the role of self-management; nonadher-
ence to the heart failure medication and dietary regimen;
an inadequate social support network; and insufficient fol-
low-up.4,5 Importantly, most heart failure readmissions are
related primarily to the behavioural and social factors noted
above, rather than to acute medical illness.4,5

In the past 15 years, there has been increasing recogni-
tion of the critical role of patient-centred care in the man-
agement of chronic illnesses, including heart failure, dia-
betes, chronic lung disease and many other conditions.
Patient-centred care implies a holistic approach, one that
entails much more than simply making the right diagnosis
and prescribing the right medications. Rather, patient-

centred care mandates that the patient and family, who
have a vested interest in the patient’s health, be actively en-
gaged in the daily management of the patient’s illness. To
maximize the likelihood of successful outcomes, close col-
laboration between the patient and health care team is re-
quired; specifically, the patient needs to become empow-
ered through appropriate education about the disease
process and treatment, and follow-up needs to be both
proactive and more frequent than what occurs with tradi-
tional office-based ambulatory care. Furthermore, since
most physicians have neither the time nor the expertise to
comprehensively address the myriad needs of patients with
complex chronic illnesses, a multidisciplinary care model,
usually involving physicians and nurses, but often including
a pharmacist, social worker, home health specialist, dieti-
cian and therapists, has evolved as the preferred strategy for
optimizing patient-centred care.

The value of multidisciplinary care in the management
of patients with heart failure has been assessed in a series of
small- to moderate-sized randomized clinical trials, and the
results of these studies have recently been reviewed. Two
meta-analyses have demonstrated that multidisciplinary
heart failure disease management programs, as they are of-
ten called, consistently reduce readmission rates by about
25%–30% and have favourable effects on quality of life,
cost of care, and survival.6,7 To date, however, few studies
have been conducted in Canada, where publicly funded
health care is provided at no out-of-pocket cost to the user
and where access to care is unrestricted; therefore, the ap-
plicability of studies conducted in other countries to the
care of heart failure patients in Canada remains uncertain.
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the results of a prospective randomized clinical trial involv-
ing 230 patients discharged from hospital with heart failure
at the Montreal Heart Institute from 1998 to 2000.8 Pa-
tients received standard post-discharge care, as directed by
their primary care physician, or standard care supple-
mented by a comprehensive and individualized patient edu-
cation program and frequent follow-up provided by a mul-
tidisciplinary team that included cardiologists, nurses, a
pharmacist and a dietician. The mean age of the study par-
ticipants was 69 years, 28% were women, and there was a
high prevalence of coronary artery disease, hypertension
and diabetes, as is typical in an older heart failure popula-
tion. The main findings were that at 6-month follow-up,
there was a 45% reduction in the number of patients ad-
mitted to hospital, 32% reduction in the total number of
hospital admissions, and 44% reduction in the total num-
ber of hospital days among patients in the treatment group
compared with patients in the control group. In addition,
quality of life was significantly improved for patients in the
treatment group, and there were fewer deaths, although
this difference did not achieve statistical significance.

These findings, which are remarkably consistent with
earlier reports, clearly indicate that the benefits of a well-
designed heart failure management program extend to pa-
tients receiving care in the publicly funded Canadian health
care system. An important limitation of the study, however,
is that it was conducted at an academic medical centre with
an established heart failure clinic. The generalizability of
the findings to other heart failure populations, especially
those with fewer medical resources (e.g., no local heart fail-
ure clinic) remains unknown. In addition, only 19% of po-
tentially eligible subjects were actually enrolled in the trial,
while a surprisingly high proportion, 65%, refused to par-
ticipate. Although the reasons for refusal are not provided,
it may be inferred that the study population represents a se-
lect subgroup of the heart failure population, perhaps a
group more amenable to this type of intervention, and it
may therefore be injudicious to extrapolate the study find-
ings to the broader heart failure community. As with other
similar studies, the present trial also leaves open several key
questions, including the optimal intensity and duration of
heart failure management programs, which patients derive

the greatest benefit (and, conversely, which patients are un-
likely to benefit), whether such interventions are cost-effec-
tive during long-term follow-up, and how best to translate
the results of clinical trials into routine patient care.9 Ongo-
ing and future studies should provide further insight into
these issues, thereby allowing clinicians to individually tai-
lor care of their heart failure patients to maximize out-
comes while minimizing costs. In the meantime, the report
by Ducharme and colleagues provides compelling support
for the Canadian Cardiovascular Society’s recommenda-
tions regarding the role of multidisciplinary clinics in the
management of patients with congestive heart failure.10
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Clinical trial registration

CMAJ will consider clinical trials for publication only if they
have been registered in a publicly accessible clinical trials reg-
istry before the enrolment of the first patient. This policy applies
to trials that start recruiting on or after July 1, 2005. For trials
that began enrolment before this date, registration is required
by Sept. 13, 2005. The criteria for acceptable registration are
described in CMAJ (2005;172[13]:1700-2). 


