
APPENDIX A DEFINITIONS FOR Acute CHF and Stages (Ref 40)  
(BNP based definitions not used, as it is not available in the NT for acute use) 

 
Clinical Presentation                          Incidence*      Signs and Symptoms                                      Characteristics 

1. Elevated systolic blood pressure 
 

 
 
 
2. Normal systolic blood pressure  
 
 
 
 
 

3. Low systolic blood pressure (90 mm   
    Hg) 
 
 
 
4. Cardiogenic shock 

 
 
5. Pulmonary edema 
 
 

 
 
6. “Flash” pulmonary edema 
 
 
 
 
 
7. Isolated right HF 
 
 
8. Acute coronary syndromes (25%  
    of patients have signs/ symptoms  
    of HF) 
 
9. Post–cardiac surgery HF 

>50% 
 
 
 
 
>40% 
 
 
 
 
 
<8% 
 
 
 
 
<1% 
 
 
<3% 
 
 
 
 
? 
 
 
 
 
 
? 
 
 
? 
 
 
 
? 

Usually develop abruptly 
 
 
 
 
Develop gradually (days 
or weeks) and are 
associated with 
significant systemic 
congestion 
 
Usually have a low 
cardiac output with signs 
of organ hypoperfusion 
 
 
Rapid onset  
 
 
Rapid or gradual onset 
 
 
 
 
Abrupt onset 
 
 
 
 
 
Rapid or gradual onset 
 
 
Rapid or gradual onset 
 
 
 
Rapid or gradual onset 

Predominantly pulmonary (radiographic/clinical) rather than 
systemic congestion due to rapid fluid redistribution from 
systemic to pulmonary circulation; many patients have 
preserved EF  
 
Despite high ventricular filling pressure, radiographic 
pulmonary congestion may be minimal because of 
pulmonary vasculature/lymphatics adaptation due to chronic 
elevated left atrial pressures  
 
 
Many of those patients have advanced or end-stage HF  
 
 
 
 
Primarily complicating acute MI, fulminant myocarditis  
 
 
Clinical: severe dyspnea, tachypnea, tachycardia, and 
hypoxemia, requiring immediate airway intervention  
Radiographic: present in up to 80% of patients; often not 
associated with clinical pulmonary edema  
 
Precipitated by severe systemic hypertension. Uncorrected, 
respiratory failure and death ensue. Patients are easily 
treated with vasodilators and diuretics. After blood pressure 
normalization and reinstitution of routine medications, 
patients can be discharged within 24 h  
 
Not well characterized; there are no epidemiological data 
(eg, acute cor pulmonale, right ventricular infarct)  
 
Many such patients may have signs and symptoms of HF 
that resolve after initial therapy or resolution of ischemia  
 
 
Occurring in patients with or without previous ventricular 
dysfunction, often related to worsening diastolic function 
and volume overload immediately after surgery. 

 
 
 

STAGE Description 

A 

 

 

 

B 

 

C 

 

D 

Patients at high risk for HF but without structural heart disease or symptoms of HF (e.g., patients with hypertension, 
atherosclerotic disease, diabetes, obesity, and metabolic syndrome or patients using cardiotoxins or with a family history 
of cardiomyopathy). Such patients have no identified structural or functional abnormalities of the pericardium, 
myocardium, or cardiac valves and have never shown signs or symptoms of HF. 
 
Patients who have developed structural heart disease that is strongly associated with the development of HF (e.g., 
previous myocardial infarction, LV remodeling including LVH and low EF, or asymptomatic valvular disease) but without 
signs or symptoms of HF. 
 
Patients with structural disease who have current or prior symptoms of HF (e.g., known structural heart disease and 
shortness of breath and fatigue, reduced exercise tolerance). 
 
Patients with refractory HF requiring specialized interventions (e.g., marked symptoms of HF at rest despite maximal 
medical therapy—those who are recurrently hospitalized or cannot be safely discharged from the hospital without 
specialized interventions). 



APPENDIX B Attributes of Performance Indicators (Ref 32) 

 



APPENDIX C Choosing Performance Indicators (Ref 32) 



Appendix D Heart Failure Disease Management Scoring System (Ref 33) 
 

 



Appendix E Model of ACE-I Titration in OPTIMIZE-HF (Ref 34) 

 
 
 
 

 
 
Appendix F Model of Beta- Blocker Titration in OPTIMIZE-HF  (Ref 34) 



 
 
 



APPENDIX H:  The Flinders ProgramTM for Chronic Condition Management  

Information Paper - SUMMARY (Ref 45) 

 

 
 

The Principles of Self-
management 

Aim of the Flinders ProgramTM Assessment Tools  
Goals 
 

1. Have knowledge of their 
condition  

2. Follow a treatment plan (care 
plan) agreed with their health 
professionals  

3. Actively share in decision 
making with health 
professionals  

4. Monitor and manage signs and 
symptoms of their condition  

5. Manage the impact of the 
condition on their physical, 
emotional and social life  

6. Adopt lifestyles that promote 
health  

7. Have confidence, access and 
the ability to use support 
services. 

1. Improves the partnership 
between the client and health 
professional(s)  

2. Collaboratively identifies 
problems and therefore better 
(i.e. more successfully) targets 
interventions  

3. Is a motivational process for 
the client and leads to 
sustained behaviour change  

4. Allows measurement over time 
and tracks change  

5. Has a predictive ability, i.e. 
improvements in self-
management behaviour as 
measured by the PIH scale, 
relate to improved health 
outcomes.  

1. Partners in Health Scale  
2. Cue and Response interview  
3. Problems and Goals  
 
Assessment  

 Identification of Issues  

 Formation of an individualised 
Care Plan  

 Monitoring and reviewing  
 

PIH 
 
 

C&R 
 
 

Problem and Goals (P&G) 
Assessment 
 

 Knowledge of condition  

 Knowledge of treatment  

 Ability to take medication  

 Ability to share in decisions  

 Ability to arrange appointments  

 Ability to attend appointments  

 Understanding of monitoring 
and recording  

 Ability to monitor and record  

 Understanding of symptom 
management  

 Ability to manage symptoms  

 Ability to manage the physical 
impact  

 Ability to manage the social 
impact  

 Ability to manage the emotional 
impact  

 Progress towards a healthy 
lifestyle  

 Ability to know and navigate the 
health system  

 

 The C&R process uses a 
series of open-ended 
questions or cues to explore 
the patient’s responses to the 
PIH Scale in more depth. E.g. 

 

 Knowledge of Treatment  
- What can you tell me about 

your treatment?  
- What other treatment options 

including alternative therapies 
do you know about?  

- What does your family/carer 
understand about your 
treatment?  

 

 Sharing in Decisions  
- Does your doctor/health 

worker listen to you?  
- How involved to you feel in 

making decisions about your 
health?  
 

 Healthy Lifestyle  
- What are you doing to stay 

healthy as possible?  

- What things to you do that 
could make your health  

- The Problems and Goals 
assessment is another tool that 
can be used as an adjunct to the 
PIH and C&R process or as a 
stand-alone assessment. 

 
Notes: The health worker may well 
see one of these issues as the main or 
biggest problem for the client. The 
client may see the same thing as their 
biggest problem but they may see 
something else as having a far greater 
impact. For example, the clinician 
might think that the way the client uses 
their medication is the biggest 
problem, however the client may think 
their biggest problem is the demands 
the family places on them, perhaps 
they are caring for grandchildren 
everyday and have little time for 
themselves.  
As well as defining the problem from 
the client’s perspective, this 
assessment also clearly identifies a 
goal or goals that the client can work 
towards 


