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About Heart failure
policy and practice
in Europe
Heart failure (HF) is a common and complex condition responsible for extensive
avoidable morbidity, mortality and healthcare costs. There is a clear need to advance
HF policy and practice across Europe, and this requires recognition of the real
challenge in each country.
To this end, the Heart Failure Policy Network (HFPN) has developed Heart failure
policy and practice in Europe – a comprehensive analysis of key gaps and best
practice both in HF policy and in clinical performance across 11 European countries.
In this work, we investigate each country’s progress in addressing the HF challenge,
for example in terms of the existence and implementation of HF policies and the
provision of multidisciplinary and integrated HF care. Findings are presented in
an overarching report, which outlines the methodology for this work and includes
a pan‑European narrative, and in standalone country profiles with dedicated
national‑level analysis.
Urgent action is needed to address the growing burden of HF and ensure the
sustainability of our healthcare systems. This country profile aims to assist HF
advocates across Belgium in engaging healthcare system leaders to demand
constructive changes to HF policy and care provision, to reduce the impact of HF
on people living with the syndrome, their families and carers, the healthcare system
and society.
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Heart failure
in Belgium
S U M M A RY
The burden of heart failure (HF) in Belgium is high, both in terms of pressures on
the healthcare system and impact on people with HF and their families.1-3
Policymakers have introduced a national strategy on integrated care for chronic
diseases,4 but HF experts report that it may be too general to have a substantial
impact on HF care and outcomes.5 There is currently no formal recognition of HF
specialism for healthcare professionals, and the lack of reimbursement for HF
nursing hinders efforts to build an adequate HF healthcare workforce.
National centres of excellence are leading the way in terms of multidisciplinary
and integrated care,5 6 but many hospitals in Belgium still lack a dedicated HF
service.7 Improvements are needed in diagnosis8 and community care6 to achieve
better outcomes for people living with HF and reduce the burden of the syndrome
in Belgium.

HF is a common syndrome
More than 200,000 people are estimated to be
living with HF in Belgium,1 but experts believe
the real number to be higher. The estimated
prevalence of HF ranges from 1% to 3%, based
on general practice data.9 10 In the 2018 national
Health Interview Survey, 2% to 4% of people
reported belonging to the ‘serious heart disease’
category, which is often used as an indication of
the combined prevalence of HF and arrhythmia.11

200,

000

living with HF

That number was higher among people over the age of 75, ranging from 6% to 16%
depending on the region. Recent data on the incidence of HF are lacking, but in
2006 it was estimated at 194 diagnoses per 100,000 people, or more than 15,600 new
diagnoses per year.12
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HF is a common cause of hospitalisation,
linked with poor outcomes and a high
cost burden
HF is reported to be the most common cause of hospitalisation in people over
the age of 65.1 The length of hospital stay is substantial; from 2008 to 2012,
the median was nine days, based on registry data from two hospitals.13 According
to a major study of Flemish hospitals, one in five people hospitalised with acute
HF experienced worsening outcomes within six weeks of discharge, namely visits
to emergency care, hospital readmission and/or death.2

2

In 2012, the total cost of HF was estimated to
be USD $1 billion (€781 million), consuming an
estimated 2% of national healthcare expenditure.14
Direct costs, at an estimated USD $728 million
(€569 million), made up almost three quarters
of HF expenditure.

of annual health expenditure

The burden of HF on people
living with the syndrome, their
families and carers is substantial
HF has a considerable impact on those who live with it. A three-year study
in a Brussels centre found that 32% of people with HF with preserved ejection
fraction (HFpEF) reported poor quality of life.3 General practice data suggest that
people living with HF typically have four to five additional health conditions
(comorbidities),9 10 further increasing their disease burden and the potential pressure
on family members and carers.
Mortality rates for HF are high. The one-year
mortality rate for people living with HFpEF was
estimated at 12%, based on data from a Brussels
centre from 2015 to 2017.3 Historical studies have
estimated the mortality rate for people with HF
at 7% in hospital,2 and at 19% and 26% in the six
and twelve months following diagnosis.12

7

HF mortality rate in hospital

The COVID-19 pandemic is likely to have disproportionately affected people living
with cardiovascular diseases, but data specifically for HF are lacking.15

POLICY
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Heart failure policy
in Belgium
Formal plans on HF
Belgium has no national HF strategy
The Belgian government has yet to develop a formal plan on HF. However, in the
absence of a dedicated strategy, other policy initiatives could hold promise in
advancing HF care if they are supported by regional stakeholders with an interest
in the syndrome. In 2015, regional and national policymakers approved a plan for
integrated care for chronic diseases, which aims to increase healthcare quality,
promote efficient use of healthcare resources and improve the health of the public,
particularly people living with chronic disease.4 The strategy covers any disease or
condition that requires long-term care and support, but experts report that as yet it
may be too general to have an impact on HF care and outcomes on a national scale.5
Encouragingly, some decision-makers have prioritised HF as a key issue in their
efforts to implement the national strategy, resulting in local initiatives to improve
HF care.16

Investment in integrated HF models
and facilitative tools
HF diagnostic tests are not consistently reimbursed, missing opportunities
to streamline resource use and care pathways
Limited reimbursement of core diagnostic tests is certain to constitute a barrier
to HF diagnosis and very likely to generate unnecessary burden on specialist
diagnostic services. Echocardiography, the most accurate diagnostic test, is
reimbursed in hospital settings.6 However, natriuretic peptide (NP) testing, which
is key in the diagnosis of HF as it can help avoid unnecessary echocardiography,17
is not reimbursed in Belgium, meaning that people need to pay for it out of pocket,
typically around €25 per test.8 Experts suggest that there may be political inertia
involved, as there is a strong consensus on the value of NP testing among HF patient
advocates, healthcare professionals, laboratory specialists and industry partners.18 19
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Central investment is helping to drive regional implementation of integrated
HF models. Under the national strategy on integrated care for chronic diseases,
the government has funded 12 pilot projects to test multidisciplinary care models,
including new approaches for HF.20 Two of these projects introduced regional
care pathways for the management of HF, one in south and mid-west Flanders
and another in Leuven.21 22 The pathways span hospital and community care and
involve several healthcare professionals, including cardiologists, HF nurses, general
practitioners (GPs), pharmacists, dietitians and psychologists. They were launched
in 2019 and will be evaluated in late 2020 and beyond.20 23 Similar pathways have
been introduced elsewhere without funding from the national strategy on integrated
care,24 demonstrating the growing demand for these care models.16

The value of technology in HF management
has been increasingly recognised
The government has invested in information technology (IT) systems, known as
hubs, to support the exchange of information between care settings.25 The hubs have
been implemented across most of Belgium as part of an ongoing national initiative
to increase the implementation of technology in healthcare.25 26 National experts
report that these hubs enable members of the HF care team to share discharge
information, consultation reports and laboratory test results between care settings,
but uploading echocardiography footage is not yet possible and sharing medication
plans can be difficult.6 16
In response to the COVID-19 outbreak, the Belgian government expanded its
reimbursement policies to include telemedicine.27 This temporary measure
introduced funding for virtual and telephone-based consultations, which may
support the implementation of telemedicine for HF in the future.5 According
to national experts, it may also incentivise multidisciplinary collaboration
and telephone contact between members of the HF care team.16

Development of the HF healthcare workforce
HF specialisation is not formally accredited in Belgium, but healthcare
professionals can access training in HF
HF specialism for cardiologists and nurses has yet to be formally recognised.
However, national professional societies lead training on HF for healthcare
professionals (see Case study 1). National experts report that standardising HF
training and education may be a difficult prospect, as educational requirements
and curricula are typically determined at the regional level.6

POLICY

Investment in integrated models of HF care is increasing
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There is no formal accreditation of the HF specialist nurse role nor standardised job
criteria for HF nurses. Currently, 67 nurses hold this title, which they obtained by
aiding in the development of an HF programme in a hospital or working in such a
programme.6 HF nurses typically have an undergraduate nursing degree and clinical
experience in cardiology, with some nurses educated to a master’s level. Their
responsibilities differ between hospitals, but typically include patient empowerment
and therapeutic education, routine consultations and follow-up care.28 HF nurses
in centres of excellence may also be involved in more complex care processes,
such as those concerning cardiac devices and heart transplantation.6 National
experts report that efforts to expand the HF nursing workforce are hindered by the
lack of reimbursement for this role, which means that HF nurses must be funded by
the physician or hospital that employs them.5 6

CASE STUDY 1.

University training programmes on HF
University College Leuven-Limburg offers a postgraduate course in HF in
collaboration with the Belgian Working Group of Heart Failure and Cardiac
Function (BWGHF), Belgian Heart Failure Nurses and the Belgian Working Group
on Cardiovascular Nursing.29 The course is taught in Dutch and aims to increase
awareness and understanding of HF among the general healthcare workforce.6
It covers acute, chronic and end-stage HF and is available in Genk, Leuven and
Ghent.30 31 The course includes eight days of clinical training and approximately
150 hours of lessons, spread over 20 days throughout the academic year.
A similar course is available in French, developed by the BWGHF in collaboration
with the University of Liège, Université catholique de Louvain and Université libre
de Bruxelles.32 The course focuses on therapeutic education for HF and is primarily
aimed at nurses; applicants must have a higher education diploma in nursing and
at least two years of clinical experience. The modules start with an introduction to
HF and its management, and progress to therapeutic education, adapting care based
on patient needs and practical training through simulation.32 The course combines
100 hours of lessons with a clinical observation day.

Guidance and local care pathways
for delivery of quality care
HF guidelines are available for both specialists and GPs,
but these differ in some key aspects
The Belgian Society of Cardiology has formally endorsed the 2016 European Society
of Cardiology (ESC) HF guidelines,33 and these are considered the national standard
for cardiologists and HF nurses.5 National experts have also published summaries
of the European guidelines to support their dissemination and increase awareness
of recommendations.34
GPs largely follow guidelines developed by their regional professional society,
based on the national context and international and European guidance.35 36 These
guidelines place less emphasis on NP testing than the ESC recommendations, due to
the lack of reimbursement for this test in Belgium. This may disrupt the diagnostic
pathway, given the importance of NP testing in guiding referrals for specialist-led
echocardiography.17

Belgium has a national hospital accreditation programme
but its impact on HF care and outcomes is limited
In 2004, the Federal Public Service for Health, Food Chain Safety and Environment
introduced a national accreditation initiative for hospital care programmes.37
National experts report that hospitals were required to submit information on HF
care in 2016, including staffing levels, available equipment and services, and care
pathways for the management of HF.5 However, the programme has not progressed
beyond this stage and its impact on HF care to date appears to be limited.

Public audits of performance and high-level
assessment initiatives
There is no national audit of HF care, but professional societies
are developing high-level assessment initiatives
There is no HF registry or formal audit of HF care, which hinders efforts to gain
an understanding of the benefits of any new initiatives and of the HF challenge
more broadly. To address this issue, the Belgian Working Group of Heart Failure and
Cardiac Function (BWGHF) is developing a pragmatic assessment initiative for HF
centres in Belgium, anticipated to launch in 2021.5 Over a two-week period every
year, HF centres will be asked to record performance data in a spreadsheet template
developed by the BWGHF. This initiative is expected to provide a snapshot of the
national HF burden and explore potential gaps in care.5

POLICY
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Heart failure practice
in Belgium
Diagnosis
Diagnosis is often delayed due to limited awareness
of HF and inconsistent access to key diagnostic tests
People with symptoms of HF can see a cardiologist directly, through GP referral or
following a visit to an emergency care department.7 However, historical data suggest
that people typically do not consult a healthcare professional until they are in the
later stages of HF,12 potentially due to limited awareness of the syndrome.
NP testing is rarely used in community and hospital settings, as the test is not
reimbursed.6 8 In a recent general practice study, only one in five people living with
HF had a record of an NP test.10 Some GPs have reported difficulties in interpreting
the cut-off values of NP tests,8 and national experts highlight the importance
of education and training in NP testing for healthcare professionals in different
care settings.18
Echocardiography is used consistently for diagnosis of acute HF in emergency care
and of chronic HF in hospital outpatient services.6 However, people presenting with
symptoms of HF in primary care are not always referred to a hospital specialist
for echocardiography, particularly if the GP does not see the value of taking
further diagnostic steps.8 This may be the case for people living in long-term care
facilities, people with palliative care needs, people who are older and/or frail, or
people deemed to have other pressing health issues. In addition, GPs have reported
frustration about the absence of information essential to HF management in reports
received from cardiologists8 – for example, in a recent trial, only about half of
cardiology reports stated the value of a person’s ejection fraction.10
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Variation in the management of acute HF is a concern
for guideline-based care
While some hospitals have HF care programmes which are led by cardiologists
and HF nurses, this is not standard practice across Belgium.5 6 In a 2018 survey,
only 46% of hospitals reported that they employed an HF nurse and 49% employed
a cardiologist with experience in HF.7 National experts report that in the absence
of a national programme, HF centres are typically set up by healthcare professionals
with an interest in the syndrome.6 This type of care is currently offered in
37 hospitals.5 In other hospitals, people may be seen by professionals with limited
experience in HF, which can have a negative impact on care and outcomes.
To address this issue, the BWGHF is planning to compile and publish a list of
HF centres on its website to support referral from hospitals that do not have
HF services.5

Provision of discharge planning is inconsistent
Centres of excellence have discharge programmes managed by cardiologists,
HF nurses and GPs, but this is not standard practice across the country.16 In hospitals
that employ a cardiologist with experience in HF, people are more likely to receive
educational materials and emergency contact numbers upon discharge.7 National
experts report that people discharged from centres of excellence typically see their
hospital care team or GP within two weeks of discharge.5
Elsewhere, practices may be very different. According to a study of post-discharge
care in Flanders, more than one in five GPs feels that they are not sufficiently
involved in discharge planning for people living with HF.13 To address this issue,
national experts are advocating for discharge letters to include the HF diagnosis
and specific instructions for GPs to monitor and manage HF medication.5 16
A discharge letter template has been developed to support these efforts.

Key components of quality care
in community settings
Cardiac rehabilitation is not consistently provided for people with HF
Cardiac rehabilitation for HF is typically delivered in hospital settings, but
implementation of these programmes is low. In a 2018 survey, only 56% of
cardiologists reported that they always refer people living with HF with reduced
ejection fraction (HFrEF) to a cardiac rehabilitation programme following
hospitalisation; this proportion was considerably higher among cardiologists with
an interest in HF (75%).7 Potential barriers to cardiac rehabilitation include low
referral rates and the fact that these programmes are only reimbursed for one type
of HF, HFrEF.7 38

P R AC T I C E
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In April and May 2020, approximately half of the cardiac rehabilitation centres in
Belgium reported that they implemented remote solutions to manage their services
in the face of COVID-19, including online videos, livestreamed exercise sessions
and instructions sent via email.39 Therefore, people living with HF enrolled in these
centres were able to continue their cardiac rehabilitation.

Patient empowerment and therapeutic education are not yet standard
practice, particularly in the absence of an HF nurse
National experts report that the provision of therapeutic education and self-care
support is limited in settings without an HF nurse, including community settings
and some hospitals.6 They emphasise that HF nurses are essential for therapeutic
education because other healthcare professionals may lack the time to dedicate
to patient empowerment.6 16 Reimbursement for activities that focus on patient
empowerment is lacking in all care settings, hindering the inclusion of this essential
care component in standard practice.6 16 While people living with HF can consult
their community pharmacist about their medication as part of a government
scheme for chronic diseases,40 this alone is unlikely to meet their needs for
education and support.

Provision of palliative care for HF is hindered by a lack of clarity on when to
initiate it and poor communication with patients
The public health system covers advance care planning and palliative care for most
health conditions, but there are several barriers to the implementation of these
provisions in HF care. Palliative care specialists are typically not involved in HF care
in Belgium,41 and other healthcare professionals may find it difficult to identify when
palliative care should be initiated.5 National experts report that there is a need to
increase the quality and timing of discussions on prognosis, as many people with HF
and their families/carers are not involved in decision-making in a timely manner.5
Cardiologists have reported delaying this discussion to avoid overwhelming people
who have just been diagnosed or hospitalised with HF, as the term ‘palliative care’
still carries a negative connotation for most.41

Tools and methods to support multidisciplinary
and integrated ongoing HF care
Centres of excellence offer various tools and models to encourage
multidisciplinary HF care, which are largely unavailable in other settings
The implementation of tools and working methods that can promote
multidisciplinary and integrated HF care has been inconsistent. While some
regional programmes have implemented multidisciplinary protocols and pathways
for the management of HF,16 21 a national approach has yet to be introduced.

Successful models of integrated care exist in selected regions (see Case study 2).
Wider roll-out of these models could offer significant benefits. For example, in a
recent trial, a remote monitoring system for people living with HFrEF reduced
the length of hospital readmissions.42 People were asked to record their weight,
blood pressure and heart rate on a daily basis. Based on these data, the system
automatically alerted GPs and cardiologists to any signs and symptoms of HF
deterioration.42 Following contact with their GP and/or cardiologist, people also
received follow-up care from an HF nurse.

CASE STUDY 2.

Improving heart failure care in general practice
The OSCAR-HF study in Flanders aimed to optimise the quality of HF care in
general practice by improving diagnosis, multidisciplinary collaboration and
patient empowerment.43 It included:
—e
 ducation for GPs on HF diagnosis, including an online course
and face-to-face meeting
—a
 n audit of electronic health records to identify possible cases of HF,
with GPs asked to judge whether HF was the likely diagnosis
— f eedback to GPs on their performance in HF care
— f unding for NP testing
—s
 upport from an HF nurse in the community.10 43
The evaluation of this approach is ongoing, but national experts report that access
to NP testing was well received by GPs.6 10 In addition, support from the HF nurse
was valued by people living with HF, who were visited at home or invited for a
consultation, and GPs, who could consult the HF nurse on diagnosis and medication
management. National experts suggest that the nurse role could be fulfilled by
primary care nurses in the future, with additional training in HF and support from
GPs and/or hospital HF nurses.6 16

P R AC T I C E
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The way forward
HF poses a challenge to the sustainability of healthcare systems in countries across
Europe, including Belgium. It is a manageable – and often preventable – syndrome,
yet it continues to affect a great number of people and its burden on the national
health system and society is significant.
Urgent action is needed to address the growing burden of HF in Belgium. National
stakeholders have previously called for policy prioritisation of HF in terms of
public awareness, therapeutic education, reimbursement of diagnostic tests and
multidisciplinary care,19 much of which remains as relevant now as in previous
years. The recent disruption of healthcare services owing to the COVID-19 pandemic,
which may accentuate the rising burden of HF, makes the improvement of the
national response to HF even more pressing.
S E V E R A L ACT I O N S A R E E S S E N T I A L TO A D D R E S S T H I S C H A L L E N G E .

Increase awareness of HF among the public,
healthcare professionals and policymakers
Societal understanding of HF and its symptoms must be improved to overcome
inertia at all levels of care and decision-making. Public awareness campaigns
may encourage people to see a healthcare professional as soon as they start
experiencing signs and symptoms of HF. Increasing awareness of HF among
decision-makers is a crucial first step towards a national strategy to address
the syndrome. Professional societies can also support healthcare workers to
expand their knowledge of the correct identification of the signs and symptoms
of HF, and the accurate use and interpretation of diagnostic tests, via training
opportunities.

Reimburse NP testing and reaffirm the importance
of specialist-led echocardiography
It is crucial to reimburse NP testing in primary care to support earlier detection
of HF. This test can help prioritise referrals for specialist-led echocardiography,
thereby facilitating timely diagnosis and access to treatment. Policymakers
should be reminded of the cost-effectiveness of NP testing and recent positive
experiences of pilot programmes in support of this approach,10 especially
in light of the COVID-19 pandemic and its impact on healthcare resources.
All people with suspected HF should see a specialist for an echocardiogram
– education and guidelines for GPs should emphasise the importance of
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this procedure for optimal HF care and treatment, and national professional
societies should communicate this message to their members. Policymakers
can support these efforts by incentivising the use of echocardiography in the
diagnosis of HF.

Fund therapeutic education and the HF nurse role
The government must expand its reimbursement policies to include
therapeutic education and HF nursing to support people living with HF and the
development of an HF workforce. The benefits of HF nurses have been widely
demonstrated, and it is now essential that this role be formally recognised and
funded in Belgium. National experts can guide efforts to standardise HF nursing
in terms of educational requirements and clinical responsibilities. These criteria
can then be incorporated into training programmes, which should be formally
recognised by the regional and national healthcare systems and professional
societies.

Expand IT systems to support multidisciplinary collaboration
across care settings
While public investment in IT solutions for the healthcare system is growing,
further work is needed to support multidisciplinary and integrated models of
HF care. The hubs currently used in HF care should be expanded to include
an option to upload echocardiography footage, and to support communication
between the person living with HF and healthcare professionals in community
and hospital settings. The standardisation and exchange of information across
care settings is essential to prevent inefficiency in the healthcare system.

Roll out best-practice programmes shown to reduce
hospitalisation and improve patient outcomes
There is an urgent need to reduce the number of hospital admissions for HF
and improve support in the community for people living with the syndrome.
Regional and national decision-makers should examine the case for roll-out
of successful initiatives, such as the multidisciplinary models implemented in
existing HF centres. They should also consider amplifying approaches that are
currently being explored, such as the care pathways implemented under the
national strategy on integrated care for chronic diseases21 22 and the OSCAR-HF
intervention.10

1 8 / / Heart failure policy and practice in Belgium

Focusing on these priority areas will likely offer
a cost-effective opportunity to improve life for
people with HF, reduce hospitalisations and
mitigate future pressures.
This is an investment in a more resilient and prepared health system, not just for HF
but chronic diseases more generally.
The creation and maintenance of national strategies and plans in HF is likely to be
vital to long-term success. There are many strengths and existing resources within
the healthcare system on which to build. Lasting success will require effective
central oversight of inequalities and unacceptable variations, as well as long-term
collaboration and commitment from decision-makers, patient representatives,
healthcare professionals and the private sector. Failure to pursue the actions
recommended in this report will allow HF to continue to challenge the sustainability
of the healthcare system in Belgium.
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