
Methods We used the Trust’s patient level costing models
from financial years 2018/19 and 2019/20 to calculate total
treatment costs for the patients in the pilot prospective trial
which randomised acute heart failure patients to receive inpa-
tient vs outpatient based therapy. Patient level costing for
inpatients would include hospital bed, nursing cost, consultant
/ward doctor cost, non-pay costs (pharmacy including iv drugs,
diagnostics e.g. pathology, radiology, ECG, echocardiography).

Where patient level costs are unavailable, for example
Community contacts, we have used a national average cost.

. Community centre visit - HRG code of N29AF 2018/19
National average cost £71

. Home visit - HRG code of N29AF 2018/19 National average
cost £71

. GP visit - National average cost of £30 [1]

All other costs used are from the Trust costing model. We
also tested the feasibility of collecting quality of life data using
EQ5D-5L and the visual analogue scale (VAS) where 100
means the ‘best health you can imagine’ and 0 is the worst.

EQ-5D-5L
5 items each with a different domain: mobility, self-care,

activities, pain and depression. Each is scored from 1-5 where
5 is the worst (severe limitation/unable to do). Value sets are
used to transform the health profile into an index value that
can be interpreted as a health utility; these range from -0.594
to 1.000 where a value below zero is taken to describe a
health state whose quality is ‘worse than death’.
Results 24 patients were randomised to 13 outpatients and 11
inpatients between July 2018 and June 2019: Inpatients
received 5.8 ± 2.8 days of treatment, outpatients received 8.5
± 5.2 (p=0.12). No patient was in CCU, HDU or ITU or
received dialysis/haemofiltration. 1 patient randomised to inpa-
tient care died during the index episode, but none died in the
outpatient group. There was one extra AE visit. There were
no extra GP visits during the index episode for outpatients,
and the cost of extra visit for consultant /HF clinic (12 extra
visits) has been factored into the equation (£1536).

Inpatients costed £55892 (i.e. mean £5081 per patient);
Outpatients costed £31435 (£2418 on average). Therefore
total average saving was £2663 per patient.

Treatment groups varied little in their quality of life. EQ-5D-
5L VAS scores are significantly higher for outpatient. [Figure 1]

Indeed a linear mixed model confirms that treatment arm
is significantly associated with higher VAS scores; an outpa-
tient reports a VAS score 13 points higher on average than an
inpatient, and there is evidence that the score increases
slightly over time (0.18 points per day, equivalent to ≈ 11
points over the 60 day period) for all patients. [Table 1] This
is not true of EQ-5D utility indices; estimates for treatment
and time are non-significant (p=0.78 and p=0.88
respectively).

Conclusion Outpatient based AHF management appears cost-
effective. Total average saving was £2663 per patient. Treat-
ment groups varied little in their quality of life. EQ-5D-5L
VAS scores are significantly higher for outpatient.
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Introduction Worsening heart failure (HF) leading to hospi-
tal admission is common and associated with substantial
morbidity and mortality. For many patients, the preferred
place of care, including end-of-life care, is at home or in
the community, but this is often thwarted by the need for
intravenous (IV) diuretic therapy. Alternative models of
ambulatory care exist but safety and efficacy should be
compared to standard care in randomised controlled trials
(RCT).
Methods We randomised patients with pulmonary or periph-
eral oedema who no longer required supplementary oxygen
and who were considered to need at least two more days of
IV diuretic treatment. A left ventricular ejection fraction
<50% by any imaging modality and /or right ventricular
impairment and documentation of a plasma brain natriuretic
peptide (BNP) >100pg/mL within the previous two years

Abstract 95 Table 1 results of linear mixed model for EQ-5D-5L
VAS scores

Estimate p(estimate=0)

Intercept 48.74 (39.23, 58.24) <0.001

Outpatient treatment 13.28 (0.68, 25.89) 0.040

Time (days since rand.) 0.18 (0.05, 0.32) 0.009

SD (intercept) 11.79 (7.19, 19.34)

Abstract 96 Figure 1
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were also required. Patients who were admitted to hospital as
well as those seen in the emergency department or out-patient
clinic could be enrolled. Patients were randomised to be
admitted (conventional care) or for out-patient care (at home,
in the community centre, or in a hospital ‘Furosemide lounge’.
The primary safety outcome was all-cause mortality during the
index episode and primary effectiveness outcome was the
number of full days alive and out of hospital (which did not
include day-care in the Furosemide lounge) within 30 days
after randomisation. Statistical analysis was based on ‘intention
to treat’.
Results Of 24 patients enrolled, eleven were randomised to in-
patient and thirteen to out-patient care.

There was no statistically significant difference in all-cause
mortality. Only one patient, who was randomised to inpatient
care, died.

Patients randomised to in-patient care accrued 16 [IQR
12.5 to 20.5] days alive out of hospital compared to 29 [IQR
20.5 to 29] days for those assigned to out-patient care
(p=0.015). Two patients randomised to in-patient care
required readmission within 30-days compared to five assigned
to out-patient care.

Using these data, we calculate that a trial using this pri-
mary endpoint would require 92 patients to show, compared
to standard in-patient care, that outpatient care leads to at
least two more days alive and out of hospital with 90%
power.
Conclusion In this feasibility RCT, out-patient intravenous
diuretic treatment was associated with a favourable outcome
compared to standard inpatient care which might also be a
cost-effective and an approach to care preferred by many
patients.
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Introduction Heart Failure mortality is high -7% if patients
are under the care of Cardiologists, or 11% if under general
physicians (according to the national heart failure audit in
2013). It is unclear whether cardiologists are ‘cherry-picking’
patients who are less frail with fewer co-morbidities.
Hypothesis and Aim Cardiologists select patients who are less
frail with fewer co-morbidities. We also aimed to compare the

Abstract 96 Figure 2

Abstract 96 Table 1

Inpatient

(n=11)

Outpatient

(n=13)

p-value

Sex Female 63.6% 23.1% p=0.095

Age at

randomisation

81.8 ±10.4 70±16.0 p=0.052

LV systolic function on

echocardiography

EF 55% or

more

45.5% 38.5% p>0.99

Impaired (<55% ) 54.5% 61.5%

IHD Aetiology 18.2% 7.7% P=0.44

Number of comorbidities 3.8±2.7 5±2.9 P=0.3

Rockwood frailty score 6 [5, 6] 5 [4, 7] p=0.72

Derby frailty index Frail 54.5% 46.2% p>0.99

Palliative Care 9.09% 0 -

Systolic Blood Pressure 144.6±21.2 136.9±25 P=0.43

Creatinine 119.5±37 113.7±48 P=0.75

Abstract 96 Table 2

Inpatient (n=11) Outpatient

(n=13)

p-value

Number of full days out of hospital

within 30 days of randomisation {min,

max}

16 [12.5,20.5]

{min 0, max 27}

29 [20.5, 29]

{min 0, max 29}

p=0.015

Readmissions Within 30 days of

randomisation

2 5 p=0.52

Within 60 days of

randomisation

2 6 p=0.31

Serious adverse

event (any cause)

before end of

diuretic treatment

1 1 p>0.99

within 30 days of

randomisation

4 4 p>0.99

within 60 days of

randomisation

5 6 p>0.99

Oedema symptoms

resolved

Two values

unknown

5 (45.5%) 9 (69.2%) p=0.397

Hospital length of stay for Furosemide

treatment, after randomisation, during

index episode(days)

6.2 (3.6) 1.0 (2.0) p<0.001
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